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1.0.INTRODUCTION: 


1.1. AL HARRTH GENERAL HOSPITAL 50 beds provide care as general 
hospital for AII patients in admission, outpatient, visitors, emergence room 
and family members within the hospital. 


2.0.PURPOSE 


2.1.To develop infection prevention and control program that give guidance and 
instructions to all health care personnel in AL-HARTH GENERAL 
HOSPITAL (HGH) for prevention and control of healthcare associated 
infections among patients, staff, trainees, contract service Workers, 
volunteers, visitors and patients family. 


3.0.DEFINITION 


3.1. Infection Control - is a discipline that addressed healthcare-associated 
infections (HAIs) and aims at preventing them from happening in healthcare 
settings. 

3.2. Surveillance - continuous observation of a place, person, group, or ongoing 
activity in order to gather information. 


4.0. POLICY: 


4.1.The hospital should have an Infection Control Program to coordinate all 
activities related to surveillance, prevention and control of infections. 
4.2. Components Of Infection Control Program: 
4.2.1. Surveillance 
4.2.1.1.The major elements would include: 
4.2.1.1.1. Hospital Acquired Infection 
4.2.1.1.2. Reportable Disease Notification 
4.2.1.1.3. Hand Hygiene Compliance 
4.2.1.1.4. Outbreak Analysis 
4.2.1.1.5. Infection Surveillance Protocols 
4.2.1.1.6. Feedback 
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4.2.1.1.7. Interventions Improvements 
4.2.1.2. The surveillance program contains the following 
parameters: 
4.2.1.2.1. Definition of infections ( CDC Criteria ) 
4.2.1.2.2. Systematic case finding and data collection 
4.2.1.2.3. Tabulation of data using database and a custom made 
Excel Program 
4.2.1.2.4. Analyze and interpret microbiology reports 
4.2.1.2.5. Reporting of relevant infection control surveillance 
data to individuals and/or groups for appropriate 
action. 
4.2.2. Infection Prevention 
4.2.2.1.The major elements would include: 
4.2.2.1.1. Standard Precautions 
4.2.2.1.2. Isolation/Precautions Practices 
4.2.2.1.3. Disinfection/Sterilization(Protocols and Educate) 
4.2.2.1.4. Product Evaluation 
4.2.2.1.5. IC Practices/Policies 
4.2.2.1.5.1.Patient Care 
4.2.2.1.5.2.Environment of Care 
4.2.2.1.5.3.Diagnostic & Treatment 
4.2.2.1.5.4.Support Areas 
4.2.3. Policy Development 
4.2.3.1. The major elements would include: 
4.2.3.1.1. Infection prevention and control policies and 
procedures are developed by the Infection prevention 
and control staff and approved by Infection 
prevention and control committee. 
4.2.3.1.2. Infection prevention and control policies and 
procedures are collaboratively developed with 
medical staff, nursing staff and other internal and 
external relevant stakeholders. 
4.2.3.1.3. Infection prevention and control policies and 
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procedures are organized in one manual. 

4.2.3.1.4. Infection prevention and control manual is readily 
available to all relevant staff and in all patient care 
areas. 

4.2.4. Employee Health 
4.2.4.1. The major elements would include: 

4.2.4.1.1. Pre-employment counseling and medical services 
related to screening, immunization and post exposure 
management. 

4.2.4.1.2. Immunization Program (to give available vaccination 
to all health care worker ) 

4.2.4.1.3. PPD conversion rates are calculated and monitored. 

4.2.4.1.4. Management of Exposure to open pulmonary TB and 
vaccine-preventable viruses chickenpox, measles, 
mumps and rubella. 

4.2.4.1.5. Management of needle prick and sharp injuries. 

4.2.4.1.6. Work Restriction Management 

4.2.5. Education 
4.2.5.1.There are continuing education on Infection prevention and 

control practices to staff, families and other Caregivers as 

indicated by their involvement in the care process. The major 

elements would include: 

4.2.5.1.1. Development in determination of educational needs 
of the facility. 

4.2.5.1.2. New Employee receive an orientation to hospitals 
Infection prevention and control policies and 
procedures upon hiring. 

4.2.5.1.3. Lecture. 

4.2.5.1.4. BICSL 

4.2.5.1.5. Implementation of educational programs. 

4.2.5.1.6. To meet identified needs. 

4.2.5.1.7. Evaluation of educational programs on regular basis. 


4.2.6. Consultation Liaison Activity 
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4.2.6.1.The major elements would include: 
4.2.6.1.1. Initiation and discontinuing of isolation / precautions. 
4.2.6.1.2. Patient Care 
4.2.6.1.3. Environmental Services 
4.2.6.1.4. Food/Nutrition 
4.2.6.1.5. Waste Management 
4.2.6.1.6. Pharmacy 
4.2.6.1.7. Laboratories 
4.2.6.1.8. Facilities 
4.2.6.1.9. Supplies 
4.2.7. Quarterly Meeting Of The Infection Control Committee 
4.2.7.1.Chaired by the hospital director. 
4.2.7.2.Brief review of surveillance data. 
4.2.7.3. Review of antibiogram data, MRSA, VRE and multi drug 
resistant pathogens. 
4.2.7.4.Review of new policies and procedure. 
4.2.7.5.Revision of the yearly Infection prevention and control 
plan. 
4.2.8. Monthly Meeting Of Infection Control Team. 
4.2.8.1.Review of surveillance data 
4.2.8.2. Review of monthly report for infection control activity. 



























4.3.Statement About The Authority Of Designated Individuals: 

4.3.1. The hospital infection control committee through it chairperson 
and members, is vested with the responsibility and authority to 
institute any appropriate prevention and control measure when it 
is reasonable to presume that an infectious risk to any patient or 
personnel exists. 

4.3.2. The director for the infection prevention and control program of 
the institution has the responsibility and authority to establish 
policies and procedures for the instruction of its personnel and for 
the overall supervision of infection prevention and control 
activities its facilities. 
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4.3.3. Infection contro] director & treating doctor They have the 
authority to make decisions for placing a patient in isolation. 
4.3.4. Infection contro] committee They have the authority to make 


decisions for closing a unit , or stopping surgery because of 
construction risks. 
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5.0. RESPONSIBILITY: 
5.1. It responsibilities of the Infection Prevention and Control Department to implement 
the program within the health care settings. 
6.0.PROCEDURE 
MISSION: 
The infection prevention and control program in AL-HARTH GENERAL HOSPITAL 


improves the quality of care and reduces risks to patients, staff and Visitors from health 
care associated infections. 


VISION : 
Best Care For Al] Without Infection. 


VALUES : 

Respect. 
Caring. 
Innovation. 
Accountability. 


Scope Of Services: 


Education and performance improvement monitoring. 

Institutional risk assessment and annual plan for achieving infection-related 
institutional goals. 

Surveillance activities and outbreak investigation 

Development of policies and procedures 

Monitoring of employee related infectious hazards. 
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To design and monitor implementation of all Measures needed for prevention 
and infection control. 

Consultation liaison activity. 

Oversight of maintenance of the environment and medical equipment. 
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Customers: 
Internal 
Patient 
Hospital Employee 
External 
Visitors 
Patient family 
Student trainees 


Organization Structure: 


The Infection Prevention & Control Department is independent and report 
directly to the highest administrative hospital authority (Hospital Director). 





limes When Care And Services Are Provided Hours Of Operation 
The Infection Prevention & Control Department is generally staffed Sunday to 
Thursday, day shift hours ( 730a 33 Opm ). 


management etc. 


Type Of Staff Who Car Out These Activities 
Infection Control Supervisor (expert physician in infection control) 
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Infection Control coordinator (Specialist Nurse with experience in infection 
control) 


Infection Control Practitioners (Registered Nurse with experience in infection 
control). 


Location Of Department: 


IPC director office is located in main building first floors 


7.0. RECOGNIZED STANDARDS AND PRACTICE GUIDELINES: 
7.1.Ministry of Health ( MOH ) 
7.2.Gulf Cooperation Council- Infection Control (GCC-CIC). 
7.3.Centers For Disease Control (CDC). 
7.4.Association for Professionals in Infection Control and Epidemiology (APIC J 
7.5.Central Board Accreditation for Hospital Institutions (CBAHI ). 
7.6. World Health Organization ( WHO à 
8.0.APPROVAL 


Prepared by: 


nam Mr. Ali Neshili 
Mr. Ali Neshili 
Reviewed by: 


Mr. Fahd Najmi 






IPC committee 
chairman 





Dr. Shwagy Alhazmi 






Concurred 








Ms.Aisha khubrani Quality Director SCT 


Dr. Shwagy Alhazmi Medical Director EZ 
Mr. Khalid Al-Harthi 





Approved by: 





Hospital Director... Sam, E - 
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1.0. PURPOSE: 
1.1.To coordinate and Supervise the activities of the Infection Prevention 
Program and to communicate with all departments of the organization is 


continuous and proactive. 


2.0. DEFINITION: 
2.1. Committee — a group of people who are chosen to do a particular job or to 


make decisions about something. 


3.0. POLICY: 


3.1. The committee consists of multidisciplinary team members. 

3.2. Membership includes representation from the Medical, Administration, 
Nursing, Microbiology, Quality Improvement, and Infection Control 
Departments (the last should include those individuals directly responsible 
for the management of the infection surveillance and the prevention and 
control program). Representation from ancillary departments is available for 
consultative purposes as discussion items dictate. Membership is selected 
from: 

3.2.1. Dept. of Internal Medicine - Infectious Disease Specialist 
3.2.2. Dept. ofF amily Medicine (Employee Health) 

3.2.3. Dept. of Surgery 

3.2.4. Dept. of Nursing 

3.2.5. Health Affairs (Public Health) 

3.2.6. Hospital Administration 

3.3.7. Microbiology Laboratory 


3.2.8. Dept. of Infection Prevention and Control: 


3.2.8.1. Infection Control Practitioner(s) 
3.2.8.2. Environmental Health Specialist 
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3.2.8.3. Occupational Health Safety Specialist 
3.2.9. Operating Room 
3.2.10. Quality Improvement - Health Affairs 
3.2.11. Others 
32 IL. Guest from other departments such as: Cardiology, 
Ophthalmology, Hematology, Oncology, Employee Health, CSSD, 
Radiology, Physiotherapy, Dietary, Housekeeping, Laundry and 
Mortuary. 


4.0. RESPONSIBILITY: 


4.1. Purse opportunities to improve patient care and clinical performance. 

4.2. Recommend practices to resolve identified infection control problems in care and 
performance. 

4.3. Recommend corrective actions to governing bodies when necessary. 

4.4. Approve the type of scope of surveillance activities including stratified infection 
risk, focused infection studied, and prevalence and incidence studies. 

4.5. Determine the amount of time required to conduct infection surveillance, prevention 
and control activities based on several parameters: 

4.5.]. Needs of the patient population. 

4.5.2. Risk factors of the patient population. 
4.5.3. Complexity of the services. 

4.5.4. Educational needs of the personnel. 
4.5.5. Resource and support services available. 

4.6. Determine the appropriate definitions and criteria to recognize the existence of 
healthcare-associated infection (HAIs). 

4.7. Establish a review process that is directed to detect epidemics, clusters of 
infections and incidences of infections above the usual baseline levels. 

4.8. Conduct at least annual reviews of the data trend analysis generated by surveillance 
activities during the past year as well as the effectiveness of prevention and control 
Intervention strategies in reducing nosocomial infection risks and priorities or 
problems identified in the past year. 





Kingdom of Saudi Arabia "e ét, 


Ministry of Health o pr ee 
Jazan Health Directorate aall dy j g 
AL-Harth General Hospital Se ERARE 


DEPARTMENT OF INF ECTION PREVENTION AND CONTROL 
ADMINISTATIVE POLICY PROCEDURE 

APPLIES TO: Infection Control 
A h | TITLE: 7 IPC COMMITTEE & RESPONSIBILITIES 


APPROVAL DATE: | EFFECTIVE DATE: AUG 30,2021 
VERSION:1 
DUE FOR REVIEW: JUL 30,2023 — | NUMBER OF PAGES:3 of 4 


4.9. Initiate and conduct epidemiological investigations relating to infection prevention 
and control of infection incidents. 

4.10. Establish, review, and approve, at least every two years, all policies and 
procedures related to infection surveillance and prevention and control activities in 
all departments/services. 

4.11. Review and approve the cleaning procedures, agents and schedules that are used 
throughout the hospital. This review is to be done biannually or more frequently if 
necessary. 























5.0. PROCEDURE: 
5.1. Meeting 
5.1.1. The Committee meets quarterly or as scheduled in each hospital and 
healthcare facility. Special meetings will be called by the Chair when 
circumstances dictate. 


NB: All matters to be addressed by the Committee should be brought to 
the attention of the Chairperson, infection control practitioner (ICP), 
and/or the appropriate Committee member, 


5.2. Documentation 
Ww N Discussions, conclusions, recommendations, assignments, actions, and 
approvals are documented in the minutes of the Committee meetings. 
Minutes are distributed to each Committee member and are forwarded to 
other appropriate staff through the Administrative Advisory Committee. 


6.0. MATERIAL/EQUIPMENT: 
6.1. N/A 


7.0. REFERENCE: 
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7.1. GCC Manual for Infection Control, 3' Edition (2018) 
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8.0. APPROVALS : 


NAME POSITION SIGNATURE | DATE 


M [AOT 
Prepared by: | Mr. Ali Neshili IPC coordinator | 

! 218 
Reviewed by: | Mr. Ali Neshili IPC Director o.) 


Dr. Shwagy Alhazmi | IPC committee 
chairman 


Ms.Aisha khubrani Quality Director 


Approved by: Dr. Shwagy Alhazmi Medical Director 
Mr. Khalid AL 
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1.0. PURPOSE: 


1.0. To outline a standard framework regarding Infection Prevention and Control 
Program applicable to this institution. 


2.0. DEFINITION: 


2.1. Authority — the power or right to give orders, make decisions, and enforce 
obedience, 


3.0. POLICY: 


appropriate prevention and control measure when it is reasonable to consider 
that a danger (infectious) to any patient or personnel exists. 


4.0. RESPONSIBILITY: 


4.1. It responsibility of the Director of Infection Prevention & Control Department to 
establish policies and procedures for the instruction of HGH personnel and for the 
overall supervision of infection prevention and control activities in this hospital. 


5.0. PROCEDURES: 
5.1. This statement of authority is reviewed and authenticated at least every two years by 
the HGH Administration. 


6.0. MATERIAL/EQUIPMENT: 
6.1. N/A 


7.0. REFERENCE: 
7.1. GCC Manual for Infection Contro] 2™ Edition Manual(2013) 
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1. PURPOSE 


1.1. The Infection Prevention and Contro] Team ( IPCT ) coordinates an objective and 
systematic review process to evaluate the quality and appropriateness of patient care as it 
relates to infection. 





























2. DEFINITION 
2.1. N/A 


3. POLICY 
3.1. Infection Prevention and Control Team composed of the following: 
3.1.1. Infection prevention and control Supervisor. 
3.1.2. Infection prevention and control coordinator. 
3.1.3. Infection prevention and control Practitioners. 
3.1.4. Epidemiology Technicians 
3.1.5. Infection Control Nurse Link 


4. RESPONSIBILITY 
4.] The Infection Prevention and Control Team 


3. PROCEDURES 


5.2. Infection prevention and Control coordinator: 
5.2.1. Investigate outbreaks and episodes of cross infection With reference to their Source, 
mode of spread and means of control. 
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5.2.2.Lead the development of active surveillance of health care associated infections, anti- 
microbial resistant micro-organisms and other “alert” micro-organisms or conditions, 
including surgical site infection. 

5.2.3.Ensure mechanism for reporting mandatory infectious diseases, surveillance and 
critical incidents are maintained. 

3.2.4. Work in collaboration with the Heads of Clinical Services and Senior Team for 
infection prevention and control to ensure appropriate implementation and monitoring 
of infection prevention and contro] processes. 

5.2.5.Ensure appropriate and timely investigation of any outbreaks and implementation of 
the evidence of involvement in developing and delivering education packages. 

5.2.6. Lead on infection prevention and control in clinical and non-clinical advice across the 
Clinical services, 

5.2.7.Ensure written protocols / policies are in place, are updated regularly and that 
implementation and monitoring of practices is undertaken. 

5.2.8. To facilitate participation in national audit programs and liaise with staff from relevant 
agencies/departments. 

5.2.9. Utilize knowledge and experience in the taking of relevant Specimens and the 
interpretation of laboratory results concerning infection prevention and control related 
to clinical and environmental issues. 

5.2.10. Working with the designated decontamination leads, ensure appropriate infection 
prevention and control knowledge and experience is available to support processes, 
such as cleaning, decontamination and sterilization of equipment used in patient care. 

5.2.11. To be involved in evaluating new equipment with infection control implications, 
prior to its purchase. 

5.2.12. Performing other job relevant duties. Assigned by the Infection prevention and 
control supervisor. 
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5.3. Infection Control Practitioners 

5.3.1. Performs prevalence rounds in all hospital departments to, monitor the infection 
control practices with staff personnel. 

5.3.2. Conduct infection control surveillance: collect, tabulate, analyze, and present infection 
data through review of laboratory data, medical records, and patient unit rounds. 

5.3.3. Identifies and reports healthcare associated infections (HAT) regularly. 

5.3.4. Identifies reportable conditions such as tuberculosis and reports as mandated to 
ministry of health. 

5.3.5. Implements educational programs to provide staff with knowledge and skills regarding 
infection control practices. 
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5.3.6.Participate in revising and updating hospital infection control policies and procedures 
at least every 3 years and maintains an up-to-date infection control manual. 

5.3.7.Participates in performance improvement projects and committees as required and 
needed to eliminate/ reduce healthcare associated infections (HAT). 

5.3.8. Assesses employees and their environment for injury/illness risks and implements 
appropriate safety precautions and follow up procedures. 

5.3.9. Performs post-exposure follow-up as needed, including hospital staff, patients and first 
responders, coordinating with employee health as appropriate. 

5.3.10. Assesses patients for risk of transmission or exposure to infections and implements 
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control practices. 

5.3.13. Participate in the evaluation and implementation of various aspects of the waste 
disposal program. 

5.3.14. Performs other job-related duties assigned. 


5.4. Epidemiology Technician / Public Health 
5.4.1.Receive notification of infectious/communicable diseases and complete the requested 
information before reporting electronically through Health Electronic System 

Network ( HESN ). 

5.4.2. Apply epidemiologic principles and statistical methods, including risk stratification, to 
identify target population, analyze trends and risk factors, and design and evaluate 
prevention and control strategies. 

5.4.3. Assess environmental control through surveillance of water supply systems as needed, 
air pressure relationships for high risk environmental monitoring. 

5.4.4. Conduct environmental rounds in all inpatient and outpatient care areas. Collect data 
on the incidence of selected device use. 

3.4.5. Report epidemiologically significant findings to appropriate customers. 

5.4.6. Evaluate the effectiveness of the surveillance plan and modifies as necessary. 
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disease; techniques for avoidance and preventive measures to provide a safe 
environment for hospital employees and patients. 
5.5. Infection Control Link N urse ( ICLN ) 

3.5.1. An effective way to develop Infection Prevention & Control education and operational 
support can be through a link System. These individuals have special responsibility for 
maintaining good infection prevention & control practices and education within their 
departments. 


2.2.1.4. Monitoring hygiene, consistent with policy and procedures. 

5.5.1.5. Reporting promptly to the attending physician any evidence of infection in 
patients. 

5.5.1.6. Provide education to staff of the clinical unit in relation to infection control 
practices. 

5.5.1.7. Monitoring aseptic techniques, including hand hygiene and use of isolation 
precautions. 


6. ATTACHMENTS 
6.1. JOB DESCRIPTION FOR IPC TEAM 


7. REFERENCES: 
7.1. General directorate of Infection Prevention & Control (GDIPC) RIYAD 2016. 
7.2. APIC Text of Infection Control and Epidemiology, 2016. 
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1.0. PURPOSE: 


1.1. To provide quality patient care through education 
principles of microbiology, epidemiology and infection 
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and practical application of the 
prevention and contro]. 


2.0. DEFINITION: 
2.1. N/A 


3.0. POLICY: 


3.1. Infection control is Everyone’s Responsibility, 


3.2.The Infection Control Staff must hav 
microbiology, epidemiology, Sterilization and disinfection 


diplomat. 


4.0. RESPONSIBILITY: 
4.1. It is the responsibility of al] Staffs to follow infection control measures in the 
hospital. 


S.0. PROCEDURE: 
5.1. Request infection contro] review and consultation as th 
Prevention and contro] activities such as: 
SLT. Surveillance 
3.1.2. Investigation 
5.1.3. Research 
2.1.4. Statistics 
5.1.5. Education 
5.1.5.1. Staff 
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5.1.5.2. Patient 
5.1.5.3. Visitors 
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6.0. MATERIAL/EQUIPMEN L: 
6.1. N/A 


7.0. REFERENCE: 
7.1. GCC Manual for Infection Control 34 Edition Manual(2018) 


8.0.APPROVALS : 


IPC committee 
chairman 
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1.0. PURPOSE: 


CTION PREVENTION AND CONTROL 





1.1. To improve best practice of 


basic Infection Prevention and Control 
Procedures in their healthcare institutes 
LS To decrease healthcare associated infections among healthcare employee, 
Patient visitors . 


2.0. DEFINITIONS: 


SE BICSL : It is ana 


bbreviation of Basic Infection 
Control Skills License ,Co 


mponents of BICSL-: 
RESPONSABILITIES : 


SE 


All employee who got BICSL : 
must implement is components in their 
healthcare institutes 


3.2. Regional Directorate of IPC 


monitor BICSL requirements implementation 
in all healthcare facilities by staff. 


3.0. 


4.0. POLICY : 


4.1. BICSL m 


ust be applied for al] healthcare employee who are in contact 
with patients . 
4.2. N95 respirator fit testing is applied only for Healthcare Workers . 
4.3. BICSL certificate is valid for one year . 
4.4. N95 respirator fit testing is valid for two years . 
S.0. PROCEDURES : 
NM BICSL Includes one to one training about - 
3.1.1. Hand hygiene (how to hand wash and how to hand rub). 
5.1.2. Personal Protective Equipment use. 
5.1.3. Respirator(N 95)Fit Testing Techniques. 
5.1.4. Injection Safety Practice 
vibra 


Trainer of BICSI.: 
5.2.1. Must be skilled enough to train participants 
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THE NEWLY HIRED STAFF ORIENTATION CHECKLIST 


ea — —— [e—a Frag — 
ob ttle department ——— Employee # 





















Introduction to infection control 
Ipc department/committee 

b- Function of ipc department/committee 
c- Availabilit 


Staff/student signature 





6) Expanded precaution (isolation 












a- Contact 
b- Airborn 
C- Droplet 


7) Management of selected airborn 
HCWs 
Guidance for the use of PPE 
a- Donning OF PPE 

b- Remov 











Oriented by 
IPC Staff Name Signature Date 
IPC Staff Name Signature Date 


NOTE: signing the column “ indicates that the new hired staff is fully understood the given 
orientation 
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1.0. PURPOSE: 


1.1. To provide guidelines on giving orientation program to hospital staff. 





























2.0. DEFINITION: 
2.1. N/A 


3.0. POLICY: 
3.1. Upon hire, all hospital personnel should receive an Infection Control Orientation 
prior to commencement of duties including: 


3.1.1. Doctors 

3.1.2. Nurses 

3.1.3. Other paramedical staff (ep. Medical Technologists, 
Radiological Technicians, Respiratory therapist, etc.) 

3.1.4. Support services staff (e.g. Kitchen, Laundry, Medical Waste, 
CSSD, etc.) 


4.0. RESPONSIBILITY: 


4.]. It is the responsibility of the infection control department to implement guidelines to 
all hospital staff about infection control. 


5.0. PROCEDURE: 

5.1. Upon hire, after undergoing General Medical Screening from the Staff Clinic, the 
newly hired staff should be scheduled for Orientation in the Infection Control 
Department. 

5.2. Schedule for the orientations can be obtained from Infection Control Department thru a 
Written request. 

5.3. The Department Head should write a request for Orientation Schedule from Infection 
Control Department. 

The written request for schedule should include the list of all newly-hired staff that will 
be sent for orientation. , 

5.4. Infection Control Department will respond with a written acknowledgement stating the 
date of orientation schedule. 

5.5. Infection Control Orientation is being held every Monday And Thurday between 10:00 
am to 12:00 pm venue for which depends on the number of scheduled staff. 
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5.6. Please refer to the Infection Control Orientation Checklist for the topics. 





oe 
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6.0. MATERIAL/ATTACHMENT : 
6.1. Infection Control Orientation checklist 


7.0. REFERENCE: 
7.1. GCC Manual for Infection Control, 3" Edition (2018) 
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l. PURPOSE 
1.1 To reduce the risk of infection transmission of the disease. 










2. RESPONSIPILITY 
N/A 


3. DEFINITION 
3.1 Isolation is defined as the separation or restriction of activities of an ill 
person with a contagious disease from those who are Well. 
4. POLICY 
4.0 Assess whether the home is suitable and appropriate for isolating the ill 
person. You can conduct this assessment by phone or direct observation. 
4.1 The home should have a functioning bathroom. If there are multiple 
bathrooms, one should be designated solely for the il] person. 
4.2 The ill person should have his or her own bed and preferably a private room 


4.3 There should be a primary caregiver who can follow the healthcare provider's 
instruction for medications and care. The caregiver should help the ill person . 


5. PROCEDURES: 
5.0 Patient: 
5.0.1 Separate yourself from other people in your home : 
5.0.1.1 As much as possible, you should stay in a different room from 
other people in your home. 
5.0.1.2 Also, should use a separate bathroom, if available. 
5.0.2 Call ahead before visiting your doctor : 
3.02.1 Before your medical appointment, call the healthcare provider 
and tell him or her that you may have MERS-CoV infection. 
This will help the healthcare provider's office take step to keep 
other people from getting infected. 
5.0.3 Wear a medical mask : 
5.0.3.1 You should wear a medical mask when you are in the same 
room with other people and When you Visit a healthcare 
provider. If you cannot wear a medical mask, the people Who 
live With you should wear one While they are in the same 
room with you. 
5.0.4 Cover your coughs and sneezes: 
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3.0.4.1 Cover your mouth and nose with a tissue When you cough or 



















5.0.5.1 Wash your hands often and thoroughly with antiseptic soap 
and water. You can use an alcohol based hand Sanitizer if 


Sal For Family members and caregivers : 
5.1.1 If you live with or care for someone at home who is ill and being 
evaluated for MERS-CoV infection, you should: 
5.1.1.1 Make sure that you understand and can help the ill person 
follow the healthcare provider's instructions for medication 
and care. You should help the ill person with basic needs in the 
home and provide support for getting groceries, prescriptions, 
and other personal needs. 
3.112 Have only people in the home who are essential for providing care for 
the ill person. 
3.12.1 Other household members should stay in another home or 


possible. Use a separate bathroom, if available. 

3.1.22  Restrict Visitors Who do not have an essential need to be in 
the home. 

5.1.2.3 Keep elderly people and those who have compromised 
immune systems or specific health conditions away from the 
ill person. This includes people with chronic heart, lung or 
kidney diseases, and diabetes. 

5.1.3 Make sure that shared spaces in the home have good airflow, such as 
by air-conditioner or an opened window. 
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using them. Do not reuse. 
5.1.4.2 Wash your hands immediately after removing your medical 
mask, gown, and gloves. 

5.1.5 Wash your hands often and thoroughly with soap and water. You can 
use an alcohol-based hand sanitizer If soap and water are not available 
and if your hands are not visibly dirty. Avoid touching your eyes, 
nose, and mouth with unwashed hands. 

5.1.6 Avoid sharing household items. You should not share dishes, drinking 
glasses, cups, eating utensils, towels, bedding, or other items with an 
ill person who is being evaluated for MERS-CoV infection. After the 
ill person uses these items, you should wash them thoroughly with 
soap and Warm Water. 

3.1.7 Clean all "high-touch" surfaces every day. Also, clean any surfaces 
that may have blood, body fluids and/or secretions on them. 

3.1.7.1 Wear disposable gloves and gown while cleaning surfaces. 

5.1.7.2 Clean frequently touched surfaces such as bedside tables, bed 
frame, and other bedroom furniture daily with regular 
household cleaners or a diluted bleach Solution. Clean 
bathroom and toilet surfaces daily with regular household 
cleaners or a diluted bleach solution. 

5.1.8 Wash laundry thoroughly. 

2.1.8.1 Immediately remove and wash clothes or bedding that have 
blood, body fluids and/or secretions on them. 

5.1.8.2 Wear disposable gloves while handling soiled items. Wash 
your hands immediately after removing your gloves. 

5.1.8.3 Wash the items with detergent and warm water at the 


RB 
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5.1.10.1 Monitor your health for 14 days, starting from the day you 
were last exposed to the ill person. Watch for these Symptoms. 
e Fever (38°C, or higher). Take your temperature twice a day. 
e Coughing. 
e Shortness of breath. 
e Other early symptoms to watch for are chills, body aches, 
sore throat, headache, diarrhea, nausea/vomiting, and 
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5.1.12 If you do not have any of the symptoms, you can continue with your 


daily activities, such as going to Work, School, or other public areas. 
6. ATTACHEMENT 


6.1 N/A 


72. REFERENCES 


71 Infection Prevention and Control Guidelines for Middle East Respiratory Syndrome 
Corona virus (MERS-CoV) Infection. 5.1 Edition may 21 2018 
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1.0. PURPOSE: 
1.1. To provide guidelines on the basic infection control practices to prevent the 
transmission of infectious agents during patient-healthcare worker daily 


interactions. 


2.0. DEFINITION: 
2.1. Standard precautions — methods of infection prevention and control which 
all human body substances except sweat are considered infectious regardless 


of their status. 


3.0. POLICY: 
3.l. Standard Precautions should be used for all patients to reduce the 
transmission of microorganisms from recognized and unrecognized sources 


of infection in hospital. 


4.0. RESPONSIBILITY: 
4.1. All health care workers must apply the standard precautions while dealing with the 


patients, blood, body fluids, and etc. 


5.0. PROCEDURE: 
5.1. Hand Hygiene 


5.1.1. Methods of HH involve either antibacterial soap and water or alcohol- 
based waterless hand rub. HH is used to remove or kill microorganisms 
that colonize the hands. 

3.1.2. The WHO’s 5 moments for HH: ! as, 
5.1.2.1. Before patient contact 
5.1.2.2. Before aseptic tasks 
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5.1.2.3. After body fluid exposure risk 

5.1.2.4. After patient contact 

5.1.2.5. After contact with patient surroundings/environment 
5.1.3. Refer to Hand Hygiene policy. 
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5.2. Personal Protective Equipment (PPE) 

2.2.1. PPE is used to create a barrier between HCWSs and patients, substances, 
or surfaces. Use appropriate PPE (gloves/gowns/plastic aprons/eye 
protection) to prevent skin and mucous membrane exposure. Use one or 
more of these items based on the degree and risk of exposure. However, 
most routine patient care activities at the bedside do not require the use 
of PPE. 
5.2.1.1. Gloves 

3.2.1.1.1. Wear gloves whenever in contact with blood, other 
body substances or contaminated items and surfaces 
and when in an isolation room. 

5.2.1.1.2. Wear and change gloves between tasks/procedures on 
the same patient. 

5.2.1.1.3. Remove gloves promptly after use and before 
touching clean items and environmental surfaces. 

3.2.1.1.4. Perform hand hygiene immediately after removing 
gloves. 

5.2.1.1.5. Gloves are not to be worn after leaving the patient 
room or procedure area. 

5.2.1.1.6. Use non-sterile gloves for examinations and other 
clean procedures, and use sterile gloves for sterile 
procedures. 

5.2.1.2. Gowns/plastic aprons 

5.2.1.2.1. Wear a gown/plastic apron to protect skin and clothing 
during procedures that may generate splashes or 
aerosolization of body substances and cause the 
soiling of clothes. 

5.2.1.2.2. Securely fasten the tabs/ties to keep the gown/plastic 
apron in place while performing patient care activities 
in the patient room/procedure area. 

3.2.1.2.3. Remove the gown/plastic apron by untying the 
tabs/ties and folding it away from you in an inside-out 
manner. Roll it into a ball and discard. 
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5.2.1.2.4. Change the gown/plastic apron for each patient and/or 
procedure. 

5.2.1.2.5. Gloves/aprons are not to be worn after leaving the 
patient room or procedure area. 

5.2.1.3. Mask (surgical or N95) 

5.2.1.3.1. Wear a surgical mask (with protective eye/face wear) 
if splashing or aerosolization of blood or body fluids is 
expected. 

5.2.1.3.2. Change mask between patients and sooner if mask 
becomes wet, moist or torn. 

3.2.1.3.3. Wear an N95 mask when indicated to enter an 
airborne isolation room, and remove it only when 
outside of the room. 

5.2.1.4. Protective eye/face wear 

5.2.1.4.1. Wear protective eye/face wear if required for 
combined protection from eye/face contamination by 
aerosolized body substances. 

5.2.1.4.2. Wash and disinfect visibly soiled reusable face 
shields or protective eyewear prior to reuse. 

5.3. Handling/disposal of contaminated items 


5.3.1. Needles/sharps 
5.3.1.1. Dispose of used sharp items in an approved puncture-resistant 
container immediately after use, at the point of use or as close to 
point of use as possible. 
5.3.1.2.Do not place used sharp items on any environmental surface. 
5.3.1.3.Do not recap or manipulate needles using both hands because this 
increases the risk of injury. If recapping or manipulation of the 
needle is deemed essential, then use either a one-handed "scoop" 
technique or a mechanical device designed to hold the needle 
sheath. 
5.3.1.4.Before attempting to remove needles from reusable aspirating 
syringes, recap them with either a one-handed “scoop” technique 
or a mechanical device designed to hold the needle sheath. 
5.3.1.5. Close sharps containers when % full and remove for incineration. 
5.3.2. Linen 
5.3.2.1. Linen should be handled and transported in a manner to prevent 
skin/mucous membrane exposure and contamination of clothing 
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or transferring microorganisms to other patients or the 
environment. 
5.3.2.2. Place wet/heavily soiled linen in a designated impermeable bag 
and close the bag securely or wrap wet linen in another piece of 
linen to avoid soaking of the bag. 
2.3.2.3. Refer to Laundry policy. 
5.3.3. Medical waste 
5.3.3.1. Place biomedical waste in identifiable (color-coded) bags or 
appropriate containers. 
5.3.3.2. Securely tie or close bags/containers and remove for appropriate 
disposal. 
5.3.3.3. Refer to Waste Management policy. 
5.3.4. Patient care equipment 
5.3.4.1. Handle used patient care equipment in a manner that prevents 
skin and mucous membrane exposure, contamination of clothing 
and transfer of microorganisms to other patients or the 
environment. 
5.3.4.2.Commonly used equipment must be clean and disinfected 
between patients. 
5.3.4.3. Do not reuse single-use disposable equipment. 
5.3.4.4. Ensure that reusable equipment is properly transported in leak- 
proof containers to CSSD for reprocessing before use with 
another patient. 
5.3.5. Laboratory specimens 
5.3.5.1. Handle all specimens with gloves. 
5.3.5.2. Place laboratory specimens in designated, appropriately sealed 
containers. 
5.3.5.3.Label containers with appropriate patient data. 
2.3.5.4. Transfer to the laboratory in an upright position as promptly as 
possible. 
5.3.5.5.Ensure that the requisition has the complete information (i.e., 
specification site, which is critical for lab analysis and clinical 
interpretation). 
5.3.6. Room cleaning 
5.3.6.1. Rooms should be cleaned daily and after patient discharge. 
5.3.6.2. Cleaning is required as per Housekeeping policies. 
5.3.7. Patient placement 
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5.3.7.1. Place patients who pose a risk of transmission to others (e.g., 
those with uncontained secretions, excretions, or wound drainage 
or infants with suspected viral respiratory tract or gastrointestinal 
tract infections) in single-patient rooms when available. 

5.3.8. Cough etiquette 
5.3.8.1. Cover nose and mouth with a tissue when coughing or sneezing. 
Refer to IPC-09-01 

5.3.8.2. Dispose of the used tissue in the nearest waste receptacle. 

5.3.8.2.1. Clean hands with soap and water or antiseptic solution 
or with an alcohol-based hand rub after touching 
respiratory secretions or handling contaminated 
objects. 


6.0. MATERIAL/EQUIPMENT: 
6.1. Hand sanitizer and soap 
6.2. PPE ( Personal Protective Equipment) 


7.0.REFERENCE: 
7.1. GCC Manual for Infection Control 3'* Edition Manual(2018) 
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Figure IPC-09-01 


COUGH ETIQUETTE 





Cover your mouth 
and nose with a 
tissue when you 
cough or sneeze 
or 
cough or sneeze into 
your upper sleeve, 
not your hands. 











Put your used tissue in 
the waste basket. 


You may be asked to <o 
put on a surgical mask 
to protect others. j I 
Clean 
your 
Hands 


after coughing or sneezing. 






Wash hands 

with soap and 
warm water 

for 20 seconds or 





clean with 
alcohol-based 
hand cleaner. 
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1. PURPOSE 
LJ To emphasize the importance of hand hygiene (HH) as the single most 

effective measure for preventing disease transmission in the healthcare setting: 

and, to describe indications and techniques for hand hygiene. 


2. DEFINITION COMMENTS 
Zul Hands may easily become contaminated with infectious microorganisms, which 
can enter the body through a break in the skin or be transmitted to a susceptible 

host and cause infection. 

FAC All personnel, physicians, nurses, technicians and others who are responsible 
for complying with the hand hygiene policy should lead by example and call 
observed infractions to the attention of any offenders. 

2.3 Artificial nails and chipped nail polish may be associated with an increase in 
the number of bacteria on finger nails and should not be used. 

24 Resident flora (resident bacteria) refers to the microorganisms residing under 
the superficial cells of the stratum corneum and also found on the surface of the 

skin. 

ch Transient flora (transient bacteria) refers to the microorganisms that colonize 
the superficial layers of the skin and are easily removed by routine hand 
hygiene. 


3. POLICY 
EN All staff must perform the 5 Moments for Hand Hygiene : 
3.1.1 (Indications for Hand Hygiene) Clean your hands: 

3.1.1.1 Before touching apatient. 
3.1.1.2 Before clean/aseptic procedures. 
3.1.1.3 After body fluid exposure risk. 
3.1.1.4 After touching apatient. 
3.1.1.5 Aftertouching patient's surroundings. 

32 Other Opportunities for Hand Hygiene 

3.2.1 When hands are visibly soiled. 

3.2.2 After contact with a source of microorganisms (body fluids and 
substances, mucous membranes, non-intact skin, surfaces that are 
likely to be contaminated). 

3.2.3 After removing gloves. 

3.24 Before and after smoking, eating or preparing food. 

3.2.5 Beforeleaving the patient's room. 

3.2.6 After bodily functions (e.g., using the toilet, blowing one's nose, 
sneezing). 

3.2.7 When moving from a contaminated body site to a clean body site 
during patient care. 
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343 Hands and other skin surfaces exposed to blood or body fluids must be 
cleansed as soon as patient safety permits. 


4. PROCEDURE : 


4.] Hand washing : Wash hands for a minimum of 40-60 seconds 

4.1.1 Remove excess jewelry. 

4.1.2 Select a comfortable water temperature. 

4.1.3 Wet hands with running water. 

4.1.4 Apply soap to cover all surfaces of the hands. 

4.1.5 Rub hands palm topalm. 

4.1.6 Right palm over left dorsum with interlaced fingers and vice versa. 

4.1.7 Palm to palm with fingers interlaced. 

4.1.8 Backs of fingers to opposing palms with fingers interlaced. 

4.1.9 Rotational rubbing of the left thumb clasped in the right palm and 
vice versa. 

4.1.10 Rotational rubbing backward and forward with clasped fingers of the 
right hand in the left palm and vice versa. 

4.1.11 Rinse the hands with running water to remove all soap residue, 
holding hands in upward position over sink. 

4.1.12 Dry the hands with a paper towel. 

4.1.13 Turn the faucet off with the used paper towel. 

4.1.14 Techniques : (Refer to Appendix IPC-10-1) 


4.2 Hand rubbing : 


4.2.] | Use alcohol-based hand antiseptic rub for a minimum of 20-30 seconds. 


4.2.1.1 
4.2.1.2 


4.2.1.3 
4.2.1.4 


4.2.1.5 
4.2.1.6 
4.2.1.7 
4.2.1.8 


4.2.1.9 
4.2.1.10 


Apply to dry, visibly clean hands. 

Rub hands vigorously to apply hand antiseptic to all surfaces 
of hands 

Rub hands palm to palm. 

Right palm over left dorsum with interlaced fingers and vice 
versa. 

Palm to palm with fingers interlaced. 

Backs of fingers to opposing palms with fingers interlaced. 
Rotational rubbing of the left thumb clasped in the right palm 
and vice versa. 

Rotational rubbing backward and forward with clasped fingers 
of the right hand in the left palm and vice versa. 

Allow hands to dry 

Techniques : (Refer to Appendix IPC-10-2) 
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4.3 Use only soap and water : when dealing with spore-forming bacteria (e.g., 
clostridium difficile) and/or when your hands are visibly soiled. 
4.4 Care ofhands: 
4.4.1 Use hand moisturizers to replace the oils lost by frequent hand 
hygiene procedures. 
4.4.2 Ensure that the skin on your hands is intact. Cover non-intact skin 
areas with an occlusive dressing. 
44.3 Do not use petroleum-based lotions, as they may interfere with glove 


integrity. 


4.5 Medical assessment: 

4.5.1 Any suspicion of a dermatological condition must be evaluated by an 
Employee Health Physician or the appropriate medical service. 

45.2 HCWSs that have exudative lesions or weeping dermatitis should 
refrain from all direct patient care and from handling patient care 
equipment until the condition resolves. 

4.6 Use of gloves: 

4.6.1 The use of gloves does not replace the need for hand hygiene. 

4.6. Wear gloves when it can be reasonably anticipated that contact with 
blood or other potentially infectious materials, mucous membranes, 
or non-intact skin will occur. 

4.6.3 Remove gloves after any procedure with a patient. 

4.6.4 Change or remove gloves during patient care if moving from a 
contaminated body site to either another body site (including non- 
intact skin, mucous membrane or a medical device) within the same 
patient or the environment. 

4.6.5 Change gloves between patients. 

4.6.6 Identify the correct type of glove to be used (Refer Appendix IPC-10-3) 

4.7 Surgical hand hygiene: (Refer to Appendix IPC-10-4) 
4.7.1 Before starting surgical hand hygiene preparation (hand scrub or 
hand rub) 

4.7.1.1 Remove all jewelry and wristwatches before entering the 
operating room (OR) suite. 

4.7.1.2 Wash hands and arms up to the elbows with a non-medicated 
soap before entering the OR area. 

4.7.1.3 Usea nail cleaner for the first surgical hand scrub of the day. 

4.1.2 Surgical hand scrub with antimicrobial soap 

4.7.2.1 Start timing and then scrub each side of each finger, between 
the fingers and the back and front of the hand for two 
minutes. 
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4722 Scrub the arms, keeping hands hi 
times. higher than the arms at all 
412.5 Wash each side of the arm fresa wrist 
minute, repeating the process On the oth to the elbow for one 
4.72.4 Rinse hands and arms by passing —— we ne . 
water 1n 


one direction (from fingertip t 
hands above the elbows. o elbow), always keeping the 


A725 Proceed to the OR holding han ds above th 
4.72.6 Dry hands with a sterile towel and use as e elbows. | 
on gloves. eptic technique to put 
ATZ] NB: The duration of the procedure depend 
ingredients and the man pends on the 


ufactur - e à 
from 2-6 minutes). er's instructions (can range 
4.7.3 Surgical hand rub with alcohol-base à; 
4731 Starttiming. BEES 
4.73.2 Use sufficient product to keeph 
the hand rub throughout the Vite a and forearms wet with 
4.73.3 see attachment for proper teckna , 
4134 After application of the product dite hand 
before donning sterile elov E ands and forearms to 
413.5 Proceed to the OR holding hand 
s above the elb 
4.7.3.6 NB: The duration of the procedure "ene? 
ingredients and the manufacturer's me on the 
from 2-6 min) and should last until hand ns (can range 
A14 Useot brushes s are dry. 
474.1 Use of brushes is discouraged 
4742 A disposable sponge OF a eet 
nat 
has been shown to reduce ba d " — a and brush 
48 —XHandhygiene compliance surveillance n the hands. 
48.1 Target department (ER. Male ward and f 
4.82 Use WHO observation form to E EE . . 
rate (Refer to Appendix IPC-10-5) ygiene compliance 
483 Minimum Oppourinty each department 25 
484 compliance Rate = hand hy giene action SE * 
4.8.5 Distribution monthly hand hygiene comp d e 100 
director,nursing directot, target department and Di eto medical 
infection control committee. iscussed in 


5.1.1 Water is described as the univer 
sal sol 
substances. vent for a large number of 


AS 
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512 When used alone, water cannot remove dirt from hands. 
3:2 Drying Methods 
52. Drying practice is a critical factor to determine the level of bacterial 
residue. 
52.2 Use paper towels. 
52.3 Pat the skin dry rather than rub it to avoid cracking (skin excoriation 
may lead to bacteria colonizing the skin). 
524 Donotreuse or share hand drying towels. 
3.9 Plain (non-antimicrobial) soap 
53.1 These soaps are detergent-based and will remove lipids and adhering 
dirt and organic matter. 
532 They have no antimicrobial activity. 
53.3 Such soaps can remove transient flora from the skin. 
5.4 Antimicrobial soap 
54.1 These soaps are detergent-based and will remove lipids, adhering 
dirt and organic matter. 
542 They have antimicrobial activity. 
543 They can remove transient and resident flora from the skin. 
5.5 Alcohols | 
SS Alcohol-based hand antiseptics contain ethanol, isopropanol, n- 
propanol or a combination of two of these products. 
552 They have the ability to denature proteins 
553 The most effective solutions contain 6096-8096 alcohol (a higher 
concentration is less effective). 
5.5.4  Theyare rapidly germicidal. 
55.5 Such antiseptics are available in gels. liquid, and foam. 
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6. ATTACHMENT 
6.1 Appendix 1: Handwashing Techniques 
6.2 Appendix 2: Hand Rub Techniques 
6.3 Appendix 3: Pyramid on Glove Use. 
6.4 Appendix 4: Surgical Hand Hygiene 
6.5 Appendix e WHO Hand Hygiene Observation Form. 


eco 


Kingdom of Saudi Arabia WU 


Ministry of Health e | if 
Jazan Health Directorate d'en | KIK 
AL-Harth General Hospital Ms id 


NT OF INFECTION PREVENTION AND CONTROL 


PROCEDURE 


POLICY NUMBER: APP: IPC-010 

















EFFECTIVE DATE: AUG 302021 


aam — | NUMBER OF PAGES:6 of 11 


APPROVAL DATE: 
DUE FOR REVIEW: 





VERSION:1 








Appendix IPC-10-1: Handwashing Techniques 


Handwashing Technique with Soap and Water 





(iub hands pelm to palen 


apply enough soap tà covet all 
surfaces 





backs of fingers to opposing p alms 


pam to naim with fingers interlaced 
with fingers interlocked 


right palm over teft dorsum with 
interlaced fingers and vice versa 





rotational rubbing of left rotational rubbing, backwards and nse hands with water 
thumb clasped in night palm ane forwards with c lasped fingers of 
vce versa sight hand in left palm and vice versa 


A ttt a - > —— 
i k B 
+ FA e e: 
i y à 
H f P 
* 
D 


eee 
— o — 


©) Duration of the enue 
procedure: 40-60 see 


and your hands are safe, 


—— 







sn 








dty thoroughly wiña single use Xow i use towtl to tunm off faucet/tap 


Modified according to ENTOG 
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Appendix IPC-10-2: Hand Rub Techniques 


Hand Hygiene Technique with Alcohol-Based Formulation 





Apply s pabmfull of the product in a cupped hend and cover all surfaces Rub hands pam to palm 





| 

MÀ 
right palm over left dorsum with palm to palm with fingers interlaced backs of fingers to opposing palms 
interiacer fingers and vice versa with fingers terio ked 






Duration of the entire 
procedure 29 40 sec 


b 


once dry, your hands are safe. 





rotational rubbing cf et: thumb rotational rubbing, backwards and 
clasped in aight palm and vice versa forwards with Catped fingers of right 
hand in teft palm and vice versa 


Modified according to ENTS20 





ay 
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Appendix IPC-10-3: Pyramid on Glove Use 


STERILE 
GLOVES 
INDICATED 






Any surgical procedure; 
vaginal delivery; invasive 
radiological procedures; 
performing vascular access 
and procedures (central lines); 
preparing total parental nutrition 
and chemotherapeutic agents. 


- EXAMINATION GLOVES 
INDICATED IN CLINICAL SITUATIONS 
Potential for touching blood, body fluids, secretions, 
excretions and items visibly soiled by body fluids. 

DIRECT PATIENT EXPOSURE: Contact with blood; contact with 
mucous membrane and with non-intact skin; potential presence of 
highly infectious and dangerous organism; epidemic or emergency 
situations; IV insertion and removal; drawing blood; discontinuation 

of venous line; pelvic and vaginal examination: suctioning non-closed 
systems of endoircheal tubes. 
INDIRECT PATIENT EXPOSURE: Emptying emesis basins; handling/cleaning 
instruments; handling waste: cleaning up spills of body fluids. 


GLOVES NOT INDICATED (except for CONTACT precautions) 
No potential for exposure to blood or body fluids, or contaminated environment 


DIRECT PATIENT EXPOSURE: Taking blood pressure, temperature and pulse: performing SC 
and iM injections: bathing and dressing the patient: transporting patient: caring for eyes and ears 
(without secretions}; any vascular line manipulation in absence of blood leakage 


INDIRECT PATIENT EXPOSURE: Using the telephone; wrting in the patient chart; giving oral medications; 
distributing or collecting patinet dietary trays; removing and replacing linen for patient bed: placing non-invasive 
ventilation equipment and oxygen cannula; moving patient fumiture. 
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Appendix IPC-10-4: Surgical Hand Hygiene 
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The handrubbing technique for surgical hand preparation must be performed on perfectly clean, dry hands. 
On arrival in the operating theatre and after having donned theatre clothing (cap/hat/bonnet and mask), hands must be 
washed with soap and water. 

After the operation when removing gloves, hands must be rubbed with an alcohol-based formulation or washed with 
soap and water if any residual talc or biological fluids are present (e.g. the glove is punctured). 








Surgical procedures may be carried out one after the other without the need for handwashing, provided that the handrusbing 
technique for surgical hand preparation is followed (images 1 to 17). 


1 


Put approximately Sml (3 doses) of 
alcanol-based handrub in the palm of 
your left hand, using the eibow of your 
other arm to operate the dispenser 


å Yý 
See legend for Image 3 


7 
See legend for image 3 


LI 


2 " 
Dip the fingertips of your right hand in 
the handrub to decontaminate under ihe 
naiis (5 seconds) 


5 
See legend for Image 3 


B ^ 

Put approximately Smi (3 doses) of 
alcoho!-based handrub in Ihe palm of 
your right hand, using the elbow of your 
other arm to operate the dispenser 


i 
Kl 


3 


images 3-7: Smear the handrub on 
the right forearm up to the elbow. 
Ensure that the whole skin area is 
covered By using circular movements 
around the forearm until the handrub 
has fully evaporated (10-15 seconds) 


See legend for Image 3 


ee, 


9 age ` "SÉ 2 
Dip the fingertips of your "ep hand in the 
handrub to decontaminate under the 
nails (5 seconds) 
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Smear the handnub on the left forearm 
up to ihe eibow. Ensure that the whole 
Skin area is cavered by using circular 
movements around the forearm until the 
nandrub has fully evaporated (10-75 





ECTION PREVENTION AND CONTROL 
DURE 









APPLIES TO: HOSPITAL WIDE 


EFFECTIVE DATE: AUG 30,2021 
NUMBER OF PAGES:10 of 11 








11 


Put a pproximately Sm! (3 doses) of 
alcoho!-based handrub in the palm of 
your teft hand, using the elbow of your 
other arm to operate the distributor. Rub 
both hands at the same time up to the 


Seconds) Wr:sls, and ensure that all the steps re- 
presented in Images 12-17 are followed 
(20-30 seconds; 
} hn. d * - 
» : ep Ki ^ 
T : w " 
- 1 N È , 
( fe ^ . dia "5 à H d 
b N "u A Wes i H 4 
d : M 1 d 
12 | : 13 ` 14 ' 


Cover the whole surface of the hands 
up to the wrist with alcohol-based han- 
Grub, rubbing palm against palm with a 
rotating movement 


15 

Rub the back of the fingers by holding 
them in the palm of the other hand with 
a Sideways back and forth movement 










Repeat the above-illustrated sequence (average duration, 60 sec 
the tota! duration recommended by the manufacturer for surgical hand preparation with an alcohol-based ha 


Rub the back of the left hand , Including 
the wrist, moving the nght palm back 
and forth, and vice-versa 


16 

Rub the thumb of the left hang hy rota- 
"ng it in the clasped palm of the right 
hand and vice versa 


) according to the number of limes corresponding ta 


Rub palm against palm back and forth 
with fingers interlinked 


17 


When the hands are Gry, sterile surgical 
Clothing and gloves can be donned 









ndrub. 
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Appendix IPC-10-5: WHO Hand Hygiene Observation 
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World Health Patient Safety | SAVE LIVES 
Organization A | Clean Your Hands 





Observation Form 


— e Session 
Facility- (OdAmm/yy) Eë Number 
Department- Start/End time: Observer- 






Prof cat|3. Medical Doctor | Prof.cat | Other HCWs 
m Indication | HH Action Indication HH Action | 



































| -pat. 
| bef-asept 4 bef C] HR 
Carns | Hw | | C aft-bf B M sd | 
| (_] aft-pat. | (LJ) aft-pat, — ! 
O aft p.surr. (CO aft.p.surr. 
` TE befpat. — fEjbetpat | | 
2 || | 2 eset. Di | 
aft-b.t. rnissed ek | O anpa. O missed | aft-b.f. © missed 
Sete B aft p.surr. 3 : aftp.surr. | "UI aftp.sur. | [m an ER | | 
| FS bef-pat. bef. i | bef-pat. | [ bef 
ka H estasen IHR = STEE d | 3 |z p HR | 3 DEE faa] HE | 
| ba Ze d |O missed | ates. JO | Itl abt |O missed | Dare T EE 
| éi Haan = | L] aftp.surr | d it af psu. I | im Prima | 
rE bef. Tee bef- Ius row bef. | 
s paea < Bena |e p | BEE-BS 
Weg © missed | LP att © missed ` EI at t O missed | hmi. © missed 
| | Gef pat. [ | bef Cl bet-pat. T bef 
| S |M berase JHR | s |D betast JHR | s |H ber Lim | s |O betasepe |H HR 
| FH € © missed | CJ = ef O missed | L aea © missed IV ee © missed | 
G A | L] rape d aU | ciam Kg See i 
PPE] Tbe pat 
| 6€ H 6 []befasept 
m | DS 
Ll. L] aft-pat- 
Lj Claas, | 
£i af ER T 
O HR | 
H | L Hw 
- Dlatpa |O missed | 
L] —— JL] aft p.surr. 
= eg (E bef = = 
e E e OS |H HB, 
i C] an O nu éd 
CJ EI aft-pat. 
| 14 (E attesur. 
4 i l 
3 | 


EART NRE A Or do anea rem, ^ Cer Ee eres "Fa kommen" ër Pv ogne, fur Vendi multe o guer $: Ate lege then gece 
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1.0. PURPOSE: 
1.1. To provide a set of guidelines for proper Personal Protective Equipment use by 
healthcare workers. 


2.0. DEFINITION: 

2.1. Gloves - a garment covering the whole hand. Gloves have separate sheaths or 
openings for each finger and the thumb. It protects hands. 

2.2. Goggles/Face shield - are forms of protective eyewear that usually enclose or 
protect the eye area in order to prevent blood or body fluids from Striking the eyes 
during patient procedure. 

2.3. Isolation gowns - are made of fluid-resistant disposable material worn by 
healthcare workers during patient care procedures to protect against splashes or 
contamination or wearer's skin and personal clothing during patient contact. 

2.4. N95 respirator - particulate respirator which is also known as “air-purifying 
respirators” because they protect by filtering particles out of the air you breathe. 
Healthcare workers can wear for protection against diseases spread through the air if 
they have been properly fit tested. 

2.5. Personal protective equipment (PPE) - as defined by the Occupational Safety and 
Health Administration, or OSHA, is “specialized clothing or equipment, worn by an 
employee for protection against infectious materials.” refers to a variety of barriers 
and respirators used alone or in combination to protect mucous membranes, airways, 
skin, and clothing from contact with infectious agents. The selection of PPE is based 
on the nature of the patient interaction and/or the likely mode(s) of transmission. 

2.6. Surgical mask - is intended to be worn by healthcare workers during surgery and at 
other patient care procedures to catch the bacteria shed in liquid droplets and 
aerosols from the wearer’s mouth and nose. [t protects wearers from being splashed 
in the mouth with body fluids. 


3.0. POLICY: 

3.1. PPE is used in addition to normal clothing and uniforms to protect both the 
patient and Healthcare worker (HCW) from the potential risks of cross 
infection. 

3.2. The type of protective equipment worn is based on the assessed risk of the 
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5.2.5.1.Before all patient contact. 
5.2.5.2.Before all cleaning. 
5.2.5.3.Before handling soiled linen and waste. 
5.2.6. Remove gloves after contact with patients or lab specimens. 
5.2.7. Do not wear gloves outside of the patient's room / anteroom. 
5.2.8. Do not re-use gloves. 
5.2.9. Donning Gloves 
3.2.9. 1.Use non-sterile for isolation. 
5.2.9.2. Select according to hand size. 
5.2.9.3. Insert hands into gloves. 
5.2.9.4. Extend to cover wrist of Isolation gown. 
5.2.10. Removing Gloves 
5.2.10.1. Do not touch outside of gloves. 
5.2.10.2. Grasp outside of glove with opposite gloved hand; peel off 
turning gloves inside out. 
3.2.10.3. Hold removed glove in gloved hand. 
5.2.10.4. Slide fingers of ungloved hand under remaining glove at wrist. 
5.2.10.5. Peel off from inside, creating a bag for both gloves. 
5.2.10.6. Discard. 
5.2.10.7. Gowns 



























5.3. Gowns 
5.3.1. A new gown should be worn for every patient contact. Discard 
immediately if visibly contaminated. 
5.3.2. The aim of wearing either a fluid repellent apron or gown is to: 
5.3.2.1. Protect the healthcare workers clothing/ uniform from 
contamination with blood, body fluids, secretions and 
excretions. 
5.3.2.2. Protect the patient from micro-organisms. 
5.3.3. Always ensure: 
5.3.3.1. The gown is worn correctly. 
5.3.3.2. A full body, gown is worn when there is a risk of extensive 
splashing of blood, body fluids, secretions and excretions onto 
the skin of healthcare practitioners. 
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clinical intervention to be undertaken. Uniforms and normal clothing are not 
considered to be personal protective equipment. 





VERSION:1 






4.0. RESPONSIBILITY: 
4.1. It is the responsibilities of all health care workers to follow proper donning and 
removing of PPE. 


5.0. PROCEDURE: 
5.1. Perform risk assessment 
5.1.1. Assess risk of task 
3.1.1.1; No blood/body fluid — No need to use PPE 
5.1.1.2. Blood/body fluid and/or low risk of splashing — Use gloves, 
gowns. 
2.1.1.3. Blood/body fluid and/or high risk of splashing — Use gloves, 
£OWDS, eye protection, surgical face mask, water proof gowns. 
5.2. Gloves 
5.2.1. Must be readily available, take account of the workers needs and fit well. 
5.22. Are always a single use item. 
5.2.3. The aim of wearing gloves is to: 
5.2.3.1.Protect user’s hands from becoming contaminated with blood, 
body fluids secretions and excretions 
5.2.3.1.Protect user’s hands from certain chemicals that may adversely 
affect the condition of the skin 
5.2.3.2.Minimize risk of infection to patients. 
5.2.4. Always ensure: 
5.2.4.1. Hands are clean prior to putting gloves on. 
5.2.4.2. Gloves fit correctly. 
5.2.4.3.Types of gloves are suitable for the task to be undertaken. 
5.2.4.4. Gloves are only used for one intervention/ procedure. 
5.2.4.5. Gloves are disposed of in clinical waste bag. 
5.2.4.6. Hand hygiene is performed following glove removal. 
5.2.4.7.Gloved hands should never be washed or alcohol gel used. 
5.2.5. Wear gloves: 
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5.3.3.3. That aprons or gowns are worn as single use items for one 
procedure or episode of patient care. 
5.3.3.4. That used apron/ gown is disposed of as clinical waste. 
5.3.3.5. That hand hygiene is performed following removal and 
disposal of apron/ gown. 
5.3.4. Donning Gown: 
5.3.4.1.Gown is worn with the opening at the back, 
5.3.4.2, Fully cover torso from neck to knees, arms to end of wrist, 
around the back. 
5.3.4.3. Fasten in back at neck and waist. 
5.3.5. Removing Gown: 
5.3.5.1. Keep in mind that the front and sleeves of the gown are 
contaminated. 
5.3.5.2. Unfasten neck, then waist ties. 
5.3.5.3. Remove gown using a peeling motion; pull gown from each 
shoulder toward the same hand. 
5.3.5.4.Gown will turn inside out. 
5.3.5.5. Hold removed gown away from body, roll into a bundle and 
discard as medical waste. 
5.4. Face masks 
5.4.1. The aim of wearing a fluid repellent facemask is to protect the 
healthcare worker from potential exposure to blood, body fluids, 
secretions and excretions. 
5.4.2. Always ensure: 
5.4.2.1. The mask has a fluid repellent layer. 
5.4.2.2. N95 particulate respirator should be used for patients in AIIR 
(Airborne Infection Isolation Room). 
5.4.2.3. The mask is fitted and worn correctly. 
5.4.2.4. The mask is worn for a Single patient episode, and then 
disposed of. 
5.4.2.5. The mask is removed correctly to minimize risk of 
contamination to hands. 
5.4.2.6. The mask is disposed of as clinical waste. 
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5.4.2.7. Hand hygiene is performed following removal and disposal of 
mask. 


5.4.3. Donning Face Masks 
5.4.3.1.Secure ties or elastic band at middle of head and neck 
5.4,3.2.Fit flexible band to nose bridge 
5.4.3.3.Fit snug to face and below chin 
5.4.3.4.Fit-check respirator 
5.4.3.5.N95 respirator should collapse upon inhalation 
5.4.3.6.Check for leakage around face upon exhalation 
5.4.4. Removing Face Masks 
5.4.4.1.Do not touch front of mask or respirator 
5.4.4.2.Grasp ONLY bottom then top ties/elastics and remove 


5.4.4.3.Discard in waste container 
5.5. Goggles 


5.5.1. The aim of wearing goggles is to protect the eyes of the healthcare 
Worker from contamination with: 


5.5.1.1.Blood, body fluids, secretions and excretions 
5.5.1.2.Chemicals 
2.5,1.3. 


5.5.2. Always ensure: 
5.5.2.1. The goggles fits and is worn correctly. 
2.5.2.2. The eye protection is removed with the minimum risk of 
contamination to the hands. 
5.5.2.3.Goggles are used for one patient episode only. 
5.5.2.4. That reusable goggles is cleaned with plain liquid soap and 
water then by wiping with 70% Isopropyl alcohol and if 
necessary disinfected by sending to CSSD for low temperature 
sterilization 
5.5.2.5. That hand hygiene is performed following removal of eye 
protection. 
5.53. Donning Goggles 
5.5.3. ].Put on face and adjust to fit 
5.5.4. Removing Goggles 
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5.5.4.1.Do not touch outside goggles 
5.5.4.2. To remove, handle by “clean” head band or ear pieces 
5.5.4.3.Place in designated receptacle for reprocessing 
5.6. Sequence for wearing and removing PPEs 
5.6.1. Wearing PPEs 
5.6.2. Gown 
5.6.3. Mask or N95 respirator 
5.6.4. Goggles/face shield 
5.6.5. Gloves 
5.7. Removing PPEs 
5.7.1. Gloves 
5.7.2. Goggles/face shield 
5.7.3. Gowns 
5.7.4. Mask or N95 respirator 


6.0. EQUIPMENT/ATTACHMENT: 
6.1. Plastic aprons 
6.2. Sterile gloves (including latex free) 
6.3. Non- sterile gloves (including latex free) 
6.4. Eye protection (goggles) 
6.5. Face protection (face shields) 
6.6. Water impervious gowns 
6.7. Isolation gowns 
6.8. Surgical masks and N95 particulate respirators 
6.9. Hand washing facilities/alcohol rub 
6.10. Illustration on how to wear and remove PPE 


7.0. REFERENCE: 
7.1. GCC Manual for Infection Control 3" Edition Manual(2018) 
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1.0. PURPOSE: 


1.1. To ensure that the prevention of sharps is managed in such a way that all staff are 
using best practice to protect patients, staff, visitors and other stakeholders against 
risks of injury. 

1.2. To identify the hazards and take action to eliminate or reduce them 

1.3. To create an environment which minimizes the risk of a sharp's injury occurring. 


2.0. DEFINITION: 
2.1. Safer Device - is one that incorporates a built-in safety feature in its design, which is 


intended to reduce the risk of sharp or needlestick injury before, during or after its use. 
Devices that eliminate the unnecessary use of needles, and devices with safety features can 
reduce the number of sharps injuries incurred. 


3.0. POLICY: 


3.1. All staff has a duty to ensure sharps are managed and disposed of appropriately to 
avoid risk and potential injury. 


4.0. RESPONSIBILITY: 


4.1. It is the responsibility of the infection control department to monitor proper handling and 
disposal of sharps. 


5.0. PROCEDURE: 
5.1. Sharps disposal containers should be assembled and managed properly: 


5.1.1. Always assemble sharps containers correctly. Press the lid down around 
the rim of the container and ensure you have heard the click of the lid as 
it snaps onto the bottom of the bin. 

5.1.2. It is the responsibility of the person assembling the bin to complete the 
details on the label of the bin. This is to enable traceability of bins in case 
of an incident. 

5.1.3. The appropriate size bin for the size and amount of sharps should be in 
use. 
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5.1.4. Sharps bins should be wall mounted on brackets between waist and 
shoulder height. They should never be stored on the floor. 

5.1.5. Sharps containers should never be overfilled. Bins should not be filled 
above the three quarters level. 

5.1.6. All sharps bins must be labelled with the name of the unit and date when 
locked for disposal. 

5.1.7. Sharps bins must never be disposed of in yellow clinical waste bags. 

5.1.8. Used sharps bins awaiting collection for disposal must be kept in an area 
away from the public. 

5.1.9. Staff transporting used sharps bins for disposal must wear heavy duty 
gloves. | 

5.1.10. Sharps bins awaiting removal by a contractor must be stored in a secure 
locked yellow bin dedicated for sharps waste only. 

5.2. Practice safe use of sharp devices 

5.2.1. Do not re-sheath needles after use. If this is essential (ie dental syringes) 
then are sheathing device must be used to manage this safely. 

5.2.2. Use intravenous devices with a safety feature whenever possible. 

5.2.3. Gloves should be used when performing venipuncture and intravenous 
therapy care. 

5.2.4. Assistance should be sought to handle confused patients, babies or young 
children. 

5.2.5. Sharps should never be passed from hand to hand. 

5.3. Practice safe disposal of Sharps 


5.3.1. All sharps should be disposed of immediately after use, at the point of 
care. 

5.3.2. Sharps bins should be available at the point of use e.g. on drug and 
cardiac arrest trolleys. 

5.3.3. Disposal of sharps is the responsibility of the person using them. This 
should never be delegated. 

5.3.4. Syringes and needles should be discarded as a single unit. It is not 
appropriate to disconnect the needle from the syringe before disposal. 

5.3.5. Only dispose of sharps in a sharps bin. Never dispose of sharps with 
other clinical waste. 

5.4. In the event of spillage of sharps, proper management is recommended: 
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5.4.1. Always wear gloves. 

5.4.2. Use disposable tweezers to pick up the sharps, if they are not available 
wear two pairs of disposable gloves to pick up the sharps (remember that 
wearing two pairs of gloves does not exclude the risk of a sharps injury). 

5.4.3. Dispose of sharps into another sharps bin. 

5.4.4. Dispose of gloves and tweezers in clinical waste bag. 

5.5. Use of safer devices is recommended. A safer device product must: 

5.5.1. Provide a barrier between the hands and needle. 

5.5.2. Allow and/or require workers hands to remain behind the needle at all 
times. 

5.5.3. Have safety features that are an integral part of the device. 

5.5.4. Have safety features that cannot be deactivated and remain protective 
throughout disposal to protect downstream workers. 

5.5.5. Be simple and self-evident to operate and require little or no training for 
effective use. 

5.5.6. Be appropriate to the procedure to be undertaken and should be chosen 
following a risk assessment. 

5.6. Management of Needle Prick: 

5.6.1. Encourage bleeding from the puncture wound by keeping it low. 

5.6.2. Do not press the injured site. 

5.6.3. Wash the site with soap and water. 

5.6.4. Apply antiseptic on the puncture wound and cover with occlusive 
dressing. 


6.0. MATERIAL/EQUIPMENT: 
6.1. Sharp container 


7.0. REFERENCE: 
7.1. GCC Manual for Infection Control, 3" Edition (2018) 
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1.0. PURPOSE: 
1.1. To provide guidelines on practices to reduce the number of microorganisms on 
hands, supplies and equipment during patient care procedures. 


2.0. DEFINITION: 

2.1. Aseptic technique refers to practices designed to render and maintain objects and 
areas maximally free of microorganisms. This may consist of aid in the prevention 
of surgical site, urinary tract, bloodstream, and pneumonia infections that may be 
device or procedure related. 

2.2. Clean technique (medical asepsis) refers to practices that reduce the number of 
microorganisms or prevent/reduce transmission from one person (or place) to 
another. 

2.3. Sterile technique (surgical asepsis) refers to practices that provide the maximum 
reduction of skin microorganisms without damaging tissues. It involves the use of 
barrier techniques to decrease the transmission of microorganisms from personnel to 
patients. 


3.0. POLICY: 
3.1. All Healthcare workers must follow both sterile and clean techniques depend 
on the procedure to be done. 


4.0. RESPONSIBILITY: 
4.1. It is the responsibilities of all healthcare workers to follow aseptic techniques 
depending on the procedures. 


5.0. PROCEDURE: 
5.1. Clean technique (medical asepsis) 

5.1.1. Use clean techniques for routine patient care procedures. 

5.1.2. Prepare and organize equipment and supplies. 

5.1.3. Reduce the number of skin microorganisms by adhering to proper hand 
hygiene practices. 

5.1.4. Use clean or sterile single-use patient devices and equipment if 
available, or use reusable devices and equipment that have been properly 
cleaned and reprocessed. 





Kingdom of Saudi Arabia za at, 


Ministry of Health CNN ard 
Jazan Health Directorate dual | aj |j g 
AL-Harth General Hospital iti MAE TAS 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
APPLIES TO: Patient care units 
IPP TLE: 0 ASEPTIC TECHNIQUES 
So AL DATE: mer | EFFECTIVE DATE: AUG Spip — 
VERSION:1 DUE FOR REVIEW: | JUL30,2023 NUMBER OF PAGES:2 of 5 


5.1.5. Select an appropriate site on patient (isolate the area) 

5.1.5.1. Prepare the patient’s skin before the procedure by applying the 
hospital-approved antiseptic agent to the patient’s clean skin. 

5.1.5.2. Use correct skin prep for the patient’s body site. 

5.1.5.3. Clean from the area that is clean to the area that is dirty. 

5.1.5.4. Remove hair only when necessary; do so immediately before the 
procedure using clippers and NOT razors. 

5.1.6. Use barrier techniques to reduce microbial transmission from patient to 
personnel. 
5.1.6.1. Use a “no-touch” dressing technique to avoid the contamination 
of sterile supplies. Use sterile gloves or forceps for the application of 
dressings. 
3.1.6.2. Wear a clean gown/apron to minimize the contamination of 
clothing. 
5.1.6.3. Wear clean gloves to avoid direct contact with infectious 
materials. 

5.1.7. Provide environmental controls to reduce microbial transmission. 
5.1.7.1. Use negative-pressure rooms for patients with infectious agents 
that can be spread by airborne route. 

9.1.42. Change the covers/sheets used on examination table, stretchers, 
or wheelchairs) between patients. 
5.2. Sterile technique (surgical asepsis) 

5.2.1. Use sterile techniques for all invasive procedures. 

5.2.2. Reduce the number of skin microorganisms by adhering to proper hand 
hygiene practices. 

5.2.3. Decontaminate your hands using an antiseptic hand rub 
(chlorhexidine/alcohol-based product) or antiseptic soap before putting 
on sterile gloves. 

3.2.4. Prepare and organize equipment and supplies. 

3.2.5. Use sterile, single-use patient devices and equipment. 

5.2.6. Select the appropriate site on the patient (isolate the area) 
5.2.6.1.Prepare the patient's skin before the procedure by applying the 

hospital-approved antiseptic agent to the patient's clean skin. 
5.2.6.2. Use the correct skin prep for the patient's body site. 
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5.2.6.3. Clean from the area that is cleanest to the area that is dirty. 
5.2.6.4. Remove hair only when necessary; do so immediately before the 
procedure using clippers and NOT razors. 
5.2.7. Use barriers to decrease the transmission of microorganisms from 
personnel to the patient. 
5.2.7.1. Mask, sterile gown and gloves, head cover, and large sterile 
surgical drape on the patient should be used. 
2.2.7.2. Put on appropriate sterile apparel as required by risk of 
procedure to be performed. 
5.2.7.3.Maintain an area of sterility with the use of sterile supplies (e o. 
gloves, drapes, and other equipment), 
5.2.8. Provide environmental controls to maximize the reduction of 
microorganisms during procedure. 
5.2.8.1.Use special treatment rooms when indicated (e.g., in the OR or 
radiology). 
5.2.8.2. Maintain positive pressure in the room. 
5.2.8.2.1. NB: Use negative-pressure rooms for patients with 
infectious agents spread by the airborne route. Provide a higher 
rate of air exchanges through the ventilation System. 
5.2.8.3. Exclude visitors and unnecessary personnel. 
5.2.8.4. Keep doors closed during procedures or use other physical 
barriers such as screens to divert traffic. 
3.2.8.5. Avoid cleaning/maintenance activities in the area during the 
procedure. 
5.3. Maintain asepsis 
5.3.1. Itis important to be fully prepared before starting any procedure. 
5.3.2. Anticipate what is needed for the procedure. 
5.3.3. Supplies required may include but are not limited to the following: 
5.3.3.1.Clean trolley (tray) 
5.3.3.2. Supplies (PPE, gauze, site prepping solutions) 
5.3.3.3. Equipment (proper pack, size, type, amount) 
5.3.3.4. Accessible disposal unit 
5.3.3.5. Help (if required) 
3.3.4. Avoid leaving the room/bedside to get supplies. 
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5.3.5. Follow the approved policy for the procedure being performed. 

5.3.6. Change gloves (after removing old dressing and before applying clean 
dressing). 

5.4. Other recommendations to maintain asepsis 

5.4.].Clean and disinfect environmental surfaces routinely after each procedure. 
5.4.1.1. Use clean equipment and supplies (mops, water, cleaning cloths). 
5.4.1.2. Use detergent to remove soil. 

5.4.2. Clean up body fluid spillage using hospital-approved disinfectant. 

5.4.3. Dispose of all contaminated materials and supplies appropriately to avoid 
contaminating HCWs, patients and environmental surfaces. 

5.4.4. Reprocessing of reusable equipment and surgical instruments must be 
done by the designated department. 

5.4.5. Use special equipment for ventilation (e.g., high-efficiency particulate air 
filters or laminar air flow) when feasible. 


6.0. MATERIAL/EQUIPMENT: 
6.1. Hand hygiene solution (alcohol/soap) 
6.2. Clean trolley (tray) 
6.3.Supplies (PPE, gauze, drapes,site prepping solutions,etc.) 
6.4. Equipment (proper pack, size, type, amount, etc.) 


7.0. REFERENCE: 
7.1. GCC Manual for Infection Control 3" Edition Manual(2018) 
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*Antiseptics available are : 
5. 2% aqueous chlorhexidine gluconate swabs ( for CVC insertion in neonates <2 wks and <1500grams-avoid 
excessive skin exposure, remove excess CHG with sterile gauze & observe for skin reactions ) 
6. 2% chlorhexidine in 70% alcohol swabs 
7. 10% Povidone iodine ( swabs or liquid ) 
8. 70% alcohol ( swabs or liquid ) 


** Hand Preparations available are : 
4. Antibacterial soap 
5. 62% - 7096 alcohol-based hand rub 
6. 2% chlorhexidine in 7096 alcohol surgical hand scrub ( according to the manufacturer's recommendations ) 
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2.0. DEFINITION: 
2.1. N/A 


3.0. POLICY: 


GENERAL HOSPITAL involved 
in the management of patient With or suspected communicable diseases to report to 
the Infection Control Department. 

SE 


inistry of Health by the 
Infection Control Officer or N urse. 


4.0. RESPONSIBILITY: 


Proper precautions are follow 
4.3. It is the responsibility of the Preventive Medicine Department to Send noti 
regional directorate or MOH 


by the HCWs. 


fications to 


5.0. PROCEDURE: 


5.1. REPORTABLE COMMUNICABLE DISEASES: 
LLL | 


In accordance 


. all cases of 


Promptly reported to the Directorate of 
Health A ffairs in Riyadh Region. 
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1. PURPOSE 

1.1 To provide guidelines in conducting infection control surveillance for Hospital Acquired 
Infections HAIs including SSI and CAUTI. 

1.2 Surveillance can be used for the following purposes: 
1.2.1 To measure the incidence of healthcare associated infections (HAI) and organisms. 
1.2.2 To establish an endemic rates of HAI. 
1.2.3 To detect, investigate and control hospital clusters or outbreaks of HAI 
1.2.4 To monitor, evaluate, and implement the necessary preventive measures 
1.2.5 To work on reducing HAI using standard bundles. 



















2. DEFINITION 

2.1 Surveillance : is an essential component of an effective infection prevention and control (IPC) 
program. Surveillance is a systematic method of ongoing collecting, of a given disease or 
event, followed by the dissemination of consolidating and analyzing data concerning the 
distribution and determinates that information to those who can improve the outcome. 

2.2 HAI is defined as a localized or systemic condition resulting from an adverse reaction to the 
presence of an infectious agent(s) or its toxin(s) which must be no evidence that the infection 
was present or incubating at the time of admission to the care setting. 

2.2.1 The following infections are not considered healthcare associated: 
2.2.1.1 Physician diagnosis cannot be accepted as evidence of an infection unless 
physician diagnosis is an element of the specific infection definition. 
2.2.1.2 Reactivation of a latent infections (e.g., herpes zoster [shingles], herpes simplex, 
syphilis, or tuberculosis). 
2.2.2 The following conditions are not infections: 
2.2.2.1 Colonization, which means the presence of microorganisms on skin, on mucous 
membranes in open wounds, or in excretions or secretions but are not causing 
adverse clinical signs or symptoms. 
2.2.2.2 Inflammation that results from tissue response to injury or stimulation by 
noninfectious agents, such as chemicals. 
2.2.3 Related criteria of HAI definition: 
2.2.3.1 Date of HAI event 
e Itis the date the first element used to meet an NHSN site-specific infection 
criterion occurs for the first time within the seven-day infection window 
period. 
2.2.3.2 Present on admission (POA) 
e An infection is considered POA if the date of event of the NHSN site-specific 
infection criterion occur: 
* Two calendar days before day of admission. 
* First day of admission (day 1). 
* Day after admission (day 2). 


7^ 
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e Exceptions: SSI & MRSA bacteremia may occur after patient’s discharge 
from facility and be present upon readmission. 
2.2.3.3 Device removal and reinsertion 
e If urinary catheter were removed and reinserted before a full calendar day 
without a device , then continue the day count. 
e Therefore if the patient is without a device (urinary catheter) for at least one 
full calendar day (NOT to be read as 24 hours), then start a new day count. 
2.2.3.4 Non-accepted organisms: 
e Specific fungal pathogens typically causing community-associated infections 
cannot be used to meet any HAI definition: Blastomyces, Histoplasma, 
Coccidioides, Paracoccidioides, Cryptococcus & Pneumocystis. 
















3. POLICY 
3.1 All Surveillance methodology provides reliable, useful data to guide infection control 
interventions and recommendations. 
3.2 In AL-Harth General Hospital HAIs surveillance indicators is being done for: 
3.2.1 Patient Safety modules: 
3.2.1.1 Device-Associated Module 
e  Catheter-Associated Urinary Tract Infection (CAUTT) Event 
3.2.1.2 Procedure-Associated Module 
e — Surgical Site Infection (S SI) Event. 
3.2.1.3 Medication-Associated Module 
e Antimicrobial Use and Resistance (AUR); Microbiology Option. 
3.2.1.4 Bundles 
e Urinary catheter bundle 
e Surgical bundle. 
e  MDRO bundle. 


4. RESPONSIBILITY 
IPC TEAM 


5. PROCEDURES 
5.1 SURVEILLANCE METHODOLOGY 
5.1.1 The Patient Safety surveillance modules require active, patient-based, prospective 
priority-directed surveillance (as defined below) of device/medication/procedure- 
associated infection events and their corresponding denominator data by a trained 
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infection control professional (ICP) 
Active surveillance: 
5.1.1.1.1 Trained personnel, ICPs, vigorously look for HAI. 
5.1.1.1.2 Information accumulated by using a variety of data sources within 
and beyond the nursing ward. 


















VERSION:2 







Patient-based 
5.1.1.2.1 Count HAL, assess risk factors, and monitor patient care procedures 
and practices for adherence to infection control principles. 
5.1.1.2.2 ` Requires ward rounds and discussion with caregivers. 
Prospective surveillance 
5.1.1.3.1 — Monitor patients during their hospitalization. 
5.1.1.3.2 For SSIs, also monitor during the post-discharge period. 
Priority-directed (also called targeted, focused, or Surveillance by Objective) 
5.1.1.4.1 — Targeted event 
2 4L. 1451. Surgical Site Infection Target Surveillance Is Cesarean 
Section.(Refer to appendix IPC-15-01 SSI form and Instructions). 
SEL Catheter-Associated Urinary Tract Infection (Refer to 
appendix IPC-15-02 CAUTI Form & Instructions). 
5.1.2 Location of Surveillance: 
5.1.2.1 The patient care area to which a patient is assigned while receiving care in the 
healthcare facility. The location of surveillance could be inpatient, outpatient, or 
both: 
3.1.2.1. — UTIare surveyed only in inpatients. 
5.1.2.1.2 SSI and MDRO may be surveyed in both inpatients and outpatients. 
S.L AUR-microbiology should be surveyed in both inpatients and 
outpatients. 
5.1.2.1.4 Urinary catheter bundles are surveyed in inpatients. 
5.1.2.1.5 — Surgical bundle is surveyed in inpatients and/or outpatients 
5.2 SURVEILLANCE DATA COLLECTION 
5.2.1 NUMERATOR DATA is the upper portion of a fraction used to calculate a rate or ratio. 
In surveillance, it is usually the number of cases of a disease or event being studied. 
5.2.1.1 Numerator data to collect 
5.2.1.1. ` Demographic — name, date of birth, gender, hospital identification 
number, admission date. 
5.2.1.1.2 Infection — onset date, site of infection, patient care location of HAI 
onset. 
5.2.1.1.3 Risk factors — devices, procedures, other factors associated with HAI. 
5.2.1.1.4 ` Laboratory — pathogens, antibiogram, serology, pathology. 
5.2.1.2 Sources of numerator data 
21.2.4 Admission/discharge/transfer records, microbiology laboratory 


Kul 
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records. 
5.2.1.2.2 Visits to patient wards for observation and discussion with caregivers. 
5.2.1.2.3 Patient charts (paper or computerized) for case confirmation: 

Laboratory and radiology/imaging results. 

Nursing and physician's notes and consults 

History and physical examination findings. 

Records of diagnostic and surgical interventions. 

Temperature chart. 

Information on administration of antibiotics 

3.2.1.2.4 For post-discharge detected SSI, sources include records from surgery 
clinics, emergency departments. 

5.2.1.3 How an ICP collects numerator data: 

5.2.1.3.1 By using Daily Tracking of Infections form (Refer to appendix IPC- 
15-3) 

9.2.1.3.2 Screens admission/discharge/transfer records for patients admitted 
with infection and those whose diagnoses put them at risk of acquiring HAI. 

9.2.1.3.3 Reviews laboratory reports looking for patients with possible 
infections (e.g., positive microbiology cultures, positive pathology findings) 
and converses with laboratory personnel trying to identify patients that mi ght 
be infected and to identify clusters of infections, especially in areas not 
targeted for routine HAI surveillance. 

5.2.1.3.4 During ward rounds, quickly screens nursing care reports, 
temperature charts, antibiotic administration sheets and converses with nurses 
and physicians trying to identify patients who might be infected. 

5.2.1.3.5 Performs chart review of patients suspected of having HAI: reviews 
physician’s progress notes and nurse’s notes, laboratory data, 
radiology/imaging reports, surgery reports, etc. 

5.2.1.3.6 Completes HAI data collection forms/screens as data sources are 
reviewed. 

5.2.2 DENOMINATOR DATA : is the lower portion of a fraction used to calculate a rate or 
ratio. Denominator data may be collected by someone other than the ICP as long as that 
person is trained. When denominator data are available from electronic databases (6.B., 
patient tracking systems, respiratory therapy database), these sources may be used as long 
as the counts are not substantially different (+/- 5%) from those collected manually. 
5.2.2.1 Denominator data to collect 

5.2.2.1.1 ` Device-associated UTI incidence density rates: record daily the total 
number of patients and total number of urinary catheter-days in the patient 
care area(s) under surveillance; sum these daily counts at the end of the 
surveillance period for use as denominators. 

SE AUR-microbiology: record the number of tested isolates. 
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3.2.2.1.3 SSI: record information on operative procedures selected for 
surveillance (Cesarean Section). 
5.2.2.2 Sources of denominator data 
5.2.2.2.1 ` Device-associated UTI incidence density rates: visits to patient care 
areas to obtain daily counts of the number of patients admitted and the 
number of patients with each of the commonly used devices associated with 
HAI. 
SEC ACE AUR-microbiology: processing laboratory reports. 
5.2.2.2.3 — For SSI rates: detailed logs from the operating room for (Cesarean 
Section). 
3.3 SURVEILLANCE DATA ANALYSIs 
5.3.1 Incidence and prevalence 
5.3.1.1 Incidence rate: a measure of the frequency with which an event occurs ina 
population over a defined time period. The numerator is the number of new cases 
occurring during the defined time period, and the denominator is the population at 
risk. 
5.3.1.2 Prevalence rate: the proportion of persons in a population who have a particular 
disease or condition (new and previously existing) at a specified point in time or 
over a specified period of time. 
5.3.1.3 Note: Attack rate is a type of incidence rate used to measure the frequency of new 
cases of a disease or condition in a specific population during a given (short) 
period of time; expressed as a percentage. 
23.2 CALCULATING RATES 
5.3.2.1 CAUTI: Rate per 1000 urinary catheter-days is calculated by dividing the number 
of CAUTIS by the number of catheter-days and multiplying the result by 1000. 
The Urinary Catheter Utilization Ratio is calculated by dividing the number of 
urinary catheter-days by the number of patient-days. 
s Nc ke ze AUR-microbiology: Antimicrobial resistance data are expressed as prevalence 
resistance rates per 100 isolates tested (De. the number of resistant isolates 
divided by the number of isolates tested x 100). 
5.3.2.3 SSI: The SSI rates per 100 operative procedures are calculated by dividing the 
number of SSIs by the number of Specific operative procedures(Cesarean Section) 
and multiplying the results by 100. 
5.3.2.4 MDRO- Infection Surveillance: MDRO infection incidence rate is calculated by 
dividing the number of infections of a certain MDRO type by the number of 
patient days and multiplying the results by 1000. Rate is then stratified by time 
(e.g., month, quarter, etc.) and patient care location. 
5.3.3 BENCHMARKING 
5.3.3.1 Benchmarking is the process of “comparing oneself to others performing similar 
activities, so as to continuously improve. 


Ku 
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5.3.3.1.1 Internal benchmarking: Compare own rates from one month to 
another. 
5.3.3.1.2 external benchmarking : 
Compare rate to others hospital (AL-TWAL GENERAL HOSPITAL) 
Compare rate to NHSN pool mean 
5.4 SURVEILLANCE REPORTING 
5.4.1 A written report should be developed to provide a mechanism to interpret and 
disseminate surveillance data to stimulate performance improvement activities. Tables, 
graphs, and charts are effective tools for organizing, summarizing, and visually 
displaying data and should be used as applicable. 
5.4.1.1 Mechanism of reporting: 
5.4.1.1.1 "The following persons/departments need to receive a copy final 
report: 
Infection control committee . 
Hospital Director / Medical director 
In-patient Department supervisor 
5.4.1.1.1.4 Healthcare workers who have immediate concern with the 
report contents. 
5.5 CASE DEFINITION 
5.5.1 Device-associated infection-catheter-associated urinary tract infection (CAUTI event: 
(Refer to policy IPC-16 CDC criteria of HAT) 


5.5.2 Procedure-associated module -surgical site infection (SSI) event: (Refer to policy IPC-16 
CDC criteria of HAI). 












5.6 BUNDLES 
5.6.1 Urinary catheter bundle : Urinary catheter bundle is a group of evidence-based 
interventions for patients with urinary catheter that, when implemented together, result in 
better outcomes (reduce UTI) than when implemented individually. They include: 
5.6.1.1 Avoid unnecessary urinary catheters 
5.6.1.2 Insert using aseptic technique 
5.6.1.3 Maintain catheters based on recommended guidelines (daily care) 
5.6.1.4 Review catheter necessity daily and remove promptly 
5.6.2 Surgical bundle The surgical bundle is a group of evidence-based interventions for 
patients undergoing surgery that, when implemented together, result in better outcomes 
(reduce SST) than when implemented individually. They include: 
5.6.2.1 Appropriate use of prophylactic antibiotics; 
5.6.2.1.1 Selection 
3.6.2.1.2 Timely administration 
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5.6.2.1.3 Timely discontinuation 
5.6.2.2 Appropriate hair removal; 
5.6.2.3 Controlled 6 AM postoperative serum glucose in cardiac surgery patients 
5.6.2.4 Immediate postoperative normothermia (36.1-37.1 C^) for colorectal surgery 
patients. 
5.6.3 MDRO bundle. 












6. ATTACHMENT 
6.1 APPENDIX IPC-15-01 : SSI form and Instructions. 
6.2 APPENDIX IPC-15-02 :CAUTI Form & Instructions. 
6.3 APPENDIX IPC-15-03 : Daily Tracking of Infections form. 


7. REFERENCES 
7.1 GCC Healthcare Associated Infection (Surveillance Manual) 3rd Edition (2018). 
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1. PURPOSE : 
1.1 To be able to identify healthcare associated infection in the hospital units. 
1.2 To establish a standard guidelines regarding criteria on identifying healthcare associated 
infection ( HAI ). 


2. DEFINITION 
2.1 CAUTI is defined as a symptomatic urinary tract infection (SUTT or asymptomatic 
bacteremia UTI (ABUTT) in a patient who had an indwelling urinary catheter. 
22 Indwelling urinary catheter is defined as a drainage tube that is inserted into the urinary 


also called a Foley catheter; does not include straight in-and-out catheters. 

23 An NHSN operative procedure is a procedure that takes place during an operation 
defined as a single trip to the operating room (OR) where a surgeon makes at least one 
incision through the skin or mucous membrane, including laparoscopic approach, and 
primarily closes the incision before the patient leaves. 


3. RESPONSIBILITIES 
3.1 This procedure is performed by Infection Control Team and all staff directly in contact or 
giving direct care to patients. 


4. POLICY: 
4.] Education and enforcement of policies and procedures are essentials to prevent HAI in the 
hospital. 


5. PROCEDURE: 
5.1 Criteria based on CDC Definitions 
5.1.1 Device-associated infection-catheter-associated - urinary tract infection 

(CAUTI) event (Refer to appendix IPC-16-01 CAUTI CDC Criteria 2016) 

5.1.1.1 an infection in a patient with a device (urinary catheter) that was used at or 
was removed within 2 calendar days before onset of infection. 

5.1.1.2 the date of device-associated hai event is the date the first element used to 
meet the infection criterion occurs for the first time within the seven-day 
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infection window period. 

5.1.1.3 if the device-associated hai develops within 2 calendar days of discharge from 
a location, it is associated with the discharging location. 

5.1.1.4 indwelling urinary catheter has to be in place for >2 days and in place at the 
date of event or the day before. 






5.1.2 Procedure-associated module -surgical site infection (SSI) event (Refer to 
appendix IPC-16-02 SSI CDC Criteria 2016) 
5.1.2.1 infection occurs within 30 or 90 days (according to the operative procedures) 
after an operative procedure that involves the skin or subcutaneous tissue. 

(superficial incisional SSI), deep soft tissue (deep incisional SSD), or any 

other part of the body that is opened or manipulated during the operative 

procedure (organ/space SSI). 

5.1.2.2 Use 90 days only for these NHSN operative procedure; BRST, 
CARD,CBGB, CBGC, CRAN, FUSN, FX, HER, HPRO, KPRO, PACE, 
PVBY, or VSHN 

5.1.2.3 The following are details of the three types of SSI: 

e Superficial Incisional SSI : Infection occurs within 30 days after any 
NHSN operative procedure, and infection involves only skin and 
subcutaneous tissue of the incision, and at least one of the following: 

e  Purulent drainage from the superficial incision. 

*  Organisms identified from an aseptically-obtained specimen from the 
superficial incision or subcutaneous tissue by a culture or non-culture 
methods. 

e At least one of the following signs and symptoms of infection: pain or 
tenderness; localized swelling; erythema; or heat, and superficial 
incision is deliberately opened by surgeon, attending physician, or 
other designee and culture or non-culture based testing is not 
performed. Negative culture or non-culture testing does not meet this 
criterion. 

* Surgeon, attending physician, or other designee diagnosed a 
superficial incisional SSI. 

* Deep Incisional SSI : Infection occurs within 30 or 90 days after the 
NHSN operative procedure, and infection involves deep soft tissue (e.g. 
fascial and muscle layers) of the incision, and at least one of the following: 
*  Purulent drainage from the deep incision. 

e Patient has at least one of the following signs or symptoms: fever 
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(>38°C); localized pain or tenderness, and deep incision that 
spontaneously dehisces, or is deliberately opened or aspirated and 
organism is identified by a culture or non-culture methods or culture 
or non-culture testing is not performed. 

°  Abscess or other evidence of infection involving the deep incision that 
is detected on gross anatomical or histopathologic exam, or imaging 
test. 

° Organ/Space SSI : Infection occurs Within 30 or 90 days after the NHSN 
operative procedure, and infection any part of the body deeper than the 
fascial/muscle layers, that is opened or manipulated during the operative 
procedure, and at least one of the following: 

*  Purulent drainage from a drain that Is placed into the organ/space 
(e.g., closed suction drainage system, open drain, T-tube drain, CT 
guided drainage). 

*  Organisms are identified from an aseptically-obtained fluid or tissue 

in the organ/space by a culture or non-culture methods. 

*  Abscess or other evidence of infection involving the organ/space that 
Is detected on gross anatomical or histopathologic exam, or imaging 
test AND meets at least one criterion for a specific organ/space 
infection site: for example IAB-Intraabdominal infection: 

* Organisms identified from purulent or abscess material. 

* Abscess without (a) or with (b) positive blood culture/non-culture 
for intestinal organisms. 

* Two ofthe following symptoms; fever, nausea, vomiting, 
abdominal pain, or jaundice AND (a) organism identified from the 
intraabdominal space or (b) positive blood culture/non-culture for 
intestinal organisms plus imaging suggestive of infection. 

























6. ATTACHMENT 
6.1 Appendix IPC-16-1- CAUTI CDC Criteria 2016 
6.2 Appendix IPC-16-2- SSI CDC Criteria 2016 


7. REFERENCES: 
pa CDC / NHSN Surveillance of HAI and Criteria for Specific Types of 
Infection in Acute Care Setting 2016 
7,2 GCC (Surveillance HAI Manual) 3rd Edition (2018). 
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Daily Tracking of Infections 







Hospital Name: 





Patient Name: Gender: OM ot Date of Admission: 7 


DIL. NNI IIT NK 
Urinary 


[]  Symptomatic Urinary Tract Infection 


LI Catheter Related Infection (complete 
surveillance form for CAUTI) 


L] Other Specify: 
















O Foley Catheter O Suprapubic Catheter O Intermittent Catheter 




























Surgical Wound 


O Surgical Site Infection (complete 
surveillance form for SSI) 


L] Wound Care Drain Tube 


0 Wound Care Product . [1 Adhesives 
Whirlpool 


Et: D 










Respiratory 


Cl Respiratory Tract - Common Cold/ 
Pharyngitis 


CT Influenza-like illness 
Li Pneumonia 


O Other Lower Respiratory Tract Infection 
(Bronchitis, Tracheobronchitis) 


Specify: 






















O Tracheostomy O Croup Tent 
LJ Inhaler Treatments Humidifier 





O Ventilator 





LI 














Gastrointestinal 
O Gastroenteritis 
O Other Specify: 








PEG tube NG tube 


oO 
o 





Bloodstream/IV 
O | Septicemia 















O 


Peripheral Line 
Injections 


Central Line O  Midline 
Venipuncture 








0 
L] 









Eye, Ear, Nose and Mouth Infection 
O | Conjunctivitis 
Cl Ear Infection 







O Redness Pus x 24 hours 


O 














Skin/Soft Tissue 
Fungal skin infection 
Herpes simplex 


Herpes zoster 
Other Specify: 











L] 


Wound Care O Fever or Cold 
indwelling tube O assistive device 


L] Braces 
Immobilizer 











O 


LIC LC 5 
LJ 










O Medication (e.g. 


IJ Diabetes Chemotherapy, 
Steroids) 


Other infections (e.g. MDROs) 
O Other Specify: 


L1 Immunocompromised 
state 













Culture Result: Chest X-Ray: Physician Diagnosis: 


— RE  TA—— _ | beet 
Antibiotic Ordered: Signs & Symptoms: 
E eee 


Type of infection: [ ] Infectious C] Communicable L] Non Communicable 
LI Hospital Acquired Infection [J] Community Acquired Infection 


































[ ] Contact C] Droplet 


n to Standard Precautions): 





C] Airborne 






Type of precautions required (in additio 















JAZAN HEALTH 
AL-Harth Genera] Hospital 


ing ae Denominators for IN-PATIENT* 
S all dylig Infection Control Surveillance Form 


Ministry ot Ficulths 























Location: IN-PATIENT * 






Location 
name: 





Number of patients with a 
urinary catheter 






Number of patients 






Patient-days Urinary catheter-days 
*This form is good for ICU and other locations in the institution where patients are housed overnight (e.g., surgical wards). Not for neonatal intensive care units 


With a guarantee that it will be held in strict confidence, will be used only for the purposes stated, and will not otherwise be disclosed or released without the 
consent of the individual, or the Institution in accordance with applicable regulations 
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Infection Control Surveillance 
Form 
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SECTION I: PATIENT AND HOSPITAL INFORMATION: 














Patient Date of birth: Gender: 
ID: [C] Male 
S E *X B S "E 4 £* ¢ D D M M Y Y Y Y [ ] Female 
Surveillance Facility Location: | ] Intensive care unit (ICU): -------------------- 
plan date: ID: [ ] Neonatal intensive care unit (NICU): ------- 
N M yy S ww € [ ] specialty care area (SCA):-------------------- 












[ ] Other  Impatieng 








SECTION II: ADMISSION INFORMATION: Diagnosis: 





Hospital stay: ICU/NICU stay: 












Admission Admission 
date: date: 
Di Dae MME Ye Y Dev Dr cMEOM ooo. If location is NICU: 
Discharge Discharge Birth wt: EE ae 
De Dae SM ee DAAD AM SEM NY Gestational age: 










SECTION III: URINARY CATHETER INFORMATION: 






Location of urinary catheter insertion: ----------------------- 
Insertion date Removal date 


Beete eM MR Dedisch You Y 


















M 


SECTION IV:UTI EVENT INFORMATION: 










SECTION V: LABORATORY RECORD 


UTI diagnosed after a procedure: Time of specimen collection 





















UTI diagnosed: L] Yes, complete next 2 questions — --------- oe 
C] Yes, complete below C] No 
C] No Organism identified 


Procedure name: S Yes, complete the back 


UTI diagnosis: (See the back) No 


[C] Symptomatic UTI (SUTI) Procedure 
[ ]Criterion-1A date: 
[ ]Criterion-2 


[ .] Asymptomatic bacteremic UTI (ABUTI) OPED EM Be Mee sty 







COMMENTS: 








UTI Development of secondary BSI: 
date: [_] Yes 


D SOP REM EENG 
Note: The answer has to be yes inall 

























Patient had indwelling urinary ABUTI 

catheter in place at the date of event 

or the day before for >2 calendar Hospitalization death Date data 
days: [C] Yes, complete next 2 questions collected 
C] Yes C] No Collector 







[_] In place at the date of the event 

C] Removed at the date of the Death 

event or the day before date 
C] No 





Data entry stamp 


ated: January, 2018 
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APPENDIX IPC16-01 CAUTI CDC CASE DEFINTAION 2016 


Catheter-associated UTI (CAUTI): UTI in a patient with an indwelling urinary catheter provided that all of the following hold on 
[.] The catheter has been for >2 calendar days and was in place at the date of event or the day before 

[. Urine culture with no more than two species of organisms identified, at least one of which is a bacterium of >10° CFU 

(J Signs & Symptoms: 


Criterion 1A: Criterion 2: Asymptomatic Bacteremic UTI (ABUTI): 
Patient has at least one of the following signs — Patient $1 year of age and has at least Patient has no signs or symptoms of SUTI 1A 
or symptoms: one of the following signs or symptoms: or 2 according to age: 

[ fever (>38.0°C) C fever (>38.0°C) [J Patient has an organism" identified from 
C suprapubic tenderness* LJ hypothermia (<36.0°C) blood specimen (using culture or non-culture 

[ ]costovertebral angle pain or tenderness*  [] apnea* methods) with at least one matching bacterium 
C] urinary urgency + C) bradycardia* to the bacterium identified in the urine 

C urinary frequency + C] lethargy* specimen. 

[C dysuria + [] vomiting* 

* With no other recognized cause C suprapubic tendemess* * Bacterium only including commensals but 

+ These symptoms cannot be used when cannot be candida or fungi alone 


catheter is in place * With no other recognized cause 
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Identifying Symptomatic Urinary Tract Infections (SUTI) & 
Asymptomatic Bacteremic Urinary Tract Infections (ABUTI) 








Positive urine culture with no more than 2 species of organisms, at least one of which is a bacterium of 2105 CFU/ml. 
All elements of the UTI criterion must occur during the Infection Window Period (Note: if none of the organisms ` | 


present at 210° cfu/ml are bacteria, answer = Mo) || 





nt TU S ET ON Zu Kammer &- +E es et. "Weg AI uam DR t d at AQ, LLY rt QU Bart DRS Si a Keier s «DE oos Iu UAR V CAN ALLL er kré? ARR: ët aa AO GETS ag | PT Mey. via "` deer ete. LC Lee E ECK rf eg M 
A 


| 


is EO a à —uesimeu s CASE ER ES OE a ER e wA cw. ee 





Had an indwelling urinary catheter that had been in place for > 2 days, 























AND was either: 
Does not l. Still present for any portion of the calendar day on date of event 
meet UTI OR 


atiti 2. Removed day before date of event? 


At least one of the following signs or symptoms? At least one of the following signs or symptoms? 
suprapubic tenderness* 
costovertebral angle pain* 
urgency^ 
frequency^ 
dysuria^ 
fever (> 38.0? C) in a patient that is S 65 years 
of age 
* With no other recognized cause 
^ These symptoms cannot be used when catheter is in 





Any age patient: fever (> 38.0? C}, suprapubic tenderness*, 
costovertebral angle pain*, urgency^, dysuria^, frequency“ 


Patients < 1 year of age: fever (> 38.0? C), hypothermia (<36.0° C], 
suprapubic tenderness*, costovertebral angle pain*, apnea*, 
bradycardia*, lethargy*, or vomiting* 













* With no other recognized cause 
^ These symptoms cannot be used when catheter is in place. 








Organism identified* from blood 
specimen with at least one matching 
bacterium to bacterium in the urine at 
>100,000 cfu/ml? 


i Organism identified* from blood 

specimen with at least one matching 

bacterium to bacterium in the urine at 
2100,000 cfu/ml? 












Meets 


o£ — a À Re 


criteria for 
non-catheter * identified from by a culture or non-culture *identified from by a culture or non-culture based 
associated based microbiologic testing method which is microbiologic testing method which is performed 
SUTI performed for purposes of clinical diagnosis or for purpozes of clinical diagnosis or treatment [e.g., 





treatment [e.g., not Active Surveillance 
Culture/Testing (ASC/AST]. 


GEL së 


not Active Surveillance Culture/Testing |ASC/AST). | 


Meets criteria for Does not meet Meets criteria for Meets criteria Does not 
non-catheter ) UTI criteria catheter- for catheter- Y meet UTI 
associated ABUTI | associated SUTI associated criteria 
(CAUTI) ABUTI (CAUTI) 
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Surgical Site Infection (SSI) 


£s ie » Infection Control Surveillance Form 
call dylig 


ATmnis try. Of Health 





weer OO EES A mm oem 
: C] Female 
S E # * "E F D D M M Y Y Y Y CT 


t # # 
Surveillance M M Y Y Facility Ward/ Procedure: Outpatient 
plan date: ID: Unit: location: [7 Inpatient 
RES? EEN zi 
[] 

















Admission 
date 


SECTION II: OPERATIVE 
PROCEDURE INFORMATION 
NHSN procedure name & code: 





Hospitalization death: 
[ ] Yes, complete below 


C] No 


D G M M X Y 
SSI contributed to death: 





Discharge 












Pre-procedure diagnosis: Date of 


procedure 


Multiple procedures: 


































































































C] Yes , specify: Operative [] Yes 
[C] No surgeon ID [C] No 
CT N/A 
Emergency: SECTION III: PATIENT RISK INDEX Procedure-specific additional questions: 
[ ] Yes CATEGORY : 
C] No Add 1 if ASA score was 3, | Labor duration-------------- hours 
: ASA score 4, 5, otherwise 0 FUSN 
Oe Spinal Level: 
Fi E Wound class ace a gevou SE n Atlas-axis o Atlas-axis/Cervical 
was OE gm We o Cervical n Cervical/Dorsal/Dorsolumbar 
General anesthesia: Add 1 if the procedure o Dorsal/Dorsolumbar o Lumbar/Lumbosacral 
[ ] Yes Procedure duration exceeds the Approach/T echnique: 
C] No duration operation specific cut a Anterior a Posterior 
Disbotes: point, otherwise 0 a Anterior and Posterior a Transoral 
, HPRO/KPRO 
[ ] Yes Total Risk index category of 0, | Type-1: a Total n Partial o Resurfacing 
[ ] No 1, 20r 3 Type-1: a Primary o Revision 
Ht (Cm) Fess _ SECTION V: LABORATORY RECORD 
Wt (kg): --------------- SECTION IV: SSI EVENTINFORMATION | Time of specimen collection 
: e SSI diagnosed stisiey je et as See EL LE AM / PM 
Infection presem at the time of C Yes, complete below Organism identified: 
surgery ( ): No C] Yes, complete the back 
C] No SSI Category: (See the back) COMMENTS: 
x [C] Superficial incisional primary (SIP) 3 
e P e/endoscope/scope: [C] Superficial incisional secondary (SIS) 
F] No LC] Deep incisional primary (DIP) 
[C] Deep incisional secondary (DIS) 
Wound class: C] Organ / Space, specify: 
Clean 







SSI detected: 

[7] Before discharge 
[ ] After discharge 
[_] On readmission 







Date data 
collected 


C] 11- Clean-Contaminated 
TT III-Contaminated 
[_] IV-Dirty or infected 







Collector ID 


Date data 
entered 








ASA score: SSI date: 


Actual procedure 
duration (min): 
Post-procedure BSI: 


C] Yes 
C] No 


Proc duration 
cut-point (min): 








KINGDOM OF SAUDI ARABIA 


Ministry of Health ATF 
General Directorate of Health Affairs - JAZAN XU 
AL-HARRTH GENERAL HOSPITAL " «s 
INFECTION PREVENTION & CONTROL DEPARTMENT dual! ajlig 





APPENDIX IPC16-02 SSI CDC CASE DEFINTAION 2016 


Surgical Site Infection (SSI) 


Superficial incisional SSI 















Must meet the following criteria: 


Infection occurs within 30 days after any operative procedure (where day 1 = the procedure date). 
AND 
Involves only skin and subcutaneous tissue of the incision 
AND 
Patient has at least one of the following: 
a. Purulent drainage from the superficial incision. 

b. Organisms identified from an aseptically-obtained specimen from the superficial incision or 
subcutaneous tissue by a culture or non-culture based microbiologic testing method which is 
performed for purposes of clinical diagnosis or treatment. 

c. Superficial incision that is deliberately opened by a surgeon, attending physician or other designee 
and culture or non-culture based testing is not performed. 

AND 
Patient has at least one of the following signs or symptoms: pain or tenderness; localized swelling; 
erythema; or heat. A culture or non-culture based test that has a negative finding does not meet this 









criterion. 
d. Diagnosis of a superficial incisional SSI by the surgeon or attending physician or other designee. 


There are two specific types of superficial incisional SSIs: 
Comments 1. Superficial Incisional Primary (SIP) — a superficial incisional SSI that is identified in the primary 
incision in a patient that has had an operation with one or more incisions (e.g., C-section incision or 
chest incision for coronary artery bypass graft CBGB). 
2. Superficial Incisional Secondary (SIS) — a superficial incisional SSI that is identified in the secondary 





incision in a patient that has had an operation with more than one incision (e.g., donor site incision 
for CBGB) 

The following do not qualify as criteria for meeting the definition of superficial SSI: 
e Diagnosis/treatment of cellulitis (redness/warmth/swelling), by itself, does not meet criterion for 
superficial incisional SSI. An incision that is draining or that has organisms identified by culture or 
non-culture based testing is not considered a cellulitis. 

e A stitch abscess alone (minimal inflammation and discharge confined to the points of suture 
penetration). 

e A localized stab wound or pin site infection. While it would be considered either a skin (SKIN) or 
soft tissue (ST) infection, depending on its depth, it is not reportable under this module. 

e Circumcision: An infected circumcision site in newborns is not reportable under this module. 

e An infected burn wound is classified as BURN and is not reportable under this module. 
Deep incisional SSI 
Must meet the following criteria: 

Infection occurs within 30 or 90 days after the operative procedure (where day 1 - the procedure 
date). 

AND 
Involves deep soft tissues of the incision (e.g., fascial and muscle layers). 

AND 
Patient has at least one of the following: 

a. Purulent drainage from the deep incision. 

b. A deep incision that spontaneously dehisces, or is deliberately opened or aspirated by a 
surgeon, attending physician or other designee and organism is identified by a culture or non- 
culture based microbiologic testing method which is performed for purposes of clinical 
diagnosis or treatment. 

AND 
Patient has at least one of the following signs or symptoms: fever 
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finding does not meet this criterion. 
c. An abscess or other evidence of infection involving the deep incision that is detected on gross 
anatomical or histopathologic exam, or imaging test. 
There are two specific types of deep incisional SSIs: 
1. Deep Incisional Primary (DIP) — a deep incisional SSI that is identified in a primary incision in a 
patient that has had an operation with one or more incisions (e.g., C-section incision or chest 
incision for CBGB). 

2. Deep Incisional Secondary (DIS) — a deep incisional SSI that is identified in the secondary 
incision in a patient that has had an operation with more than one incision (e.g., donor site 
incision for CBGB). 

Organ/Space SSI 
Must meet the following criteria: 

Infection occurs within 30 or 90 days after the operative procedure (where day 1 - the 
procedure date. 

AND 
Infection involves any part of the body deeper than the fascial/muscle layers, that is opened or 
manipulated during the operative procedure. 

AND 
Patient has at least one of the following: 

a. Purulent drainage from a drain that is placed into the organ/space (e.g., closed suction 
drainage system, open drain, T-tube drain, CT guided drainage). 

b. Organisms are identified from an aseptically-obtained fluid or tissue in the organ/space by a 
culture or non-culture based microbiologic testing method which is Performed for purposes of 
clinical diagnosis or treatment. 

c. An abscess or other evidence of infection involving the organ/space that is detected on gross 
anatomical or histopathology exam, or imaging test. 

AND 
Meets at least one criterion for a specific organ/space infection site. 
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POLICY NUMBER: APPLIES TO: PT CARE AREAS 
be EE PREVENTION OF URINE TRACT INFECTION 
DUE FOR REVIEW: JUL 302023 NUMBER OF PAGES:1 of 3 
1. PURPOSE: 


1.1. To provide policies for catheter care. 








2. POLICY: 


2.1. Urinary catheterization provides a potential entry for microorganisms and needs 
a Set standard of guidelines for management. 


3j. RESPON SIBILITY: 


3.1. It is the responsibility of all HCWs to follow standard precautions for all direct 
patients' care. 


4. PROCEDURE: 
4.1. Assess the need for catheterization 
4.].1. Indwelling urinary catheters should be used only after alternative methods of 
management have been considered. 
4.1.2. Review the patient's clinical need for catheterization every catheter change. 
4.1.3. Remove catheter as soon as possible. 
4.2. Catheter insertion 
4.2.1. Used Urinary Catheter Insertion Procedure F orm IPC17-02 
4.2.2. All catheterizations carried out by healthcare personnel should be aseptic 
procedures and gloves must be worn. 
4.2.3. Intermittent catheterization should be used in preference to an indwelling 
catheter if it is clinically appropriate and a practical option for the patient. 
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4.2.4. For urethral and suprapubic catheters, the choice of catheter material will depend 
on an assessment of the patient's individual characteristics and predisposition to 
blockage. 

4.2.5. For urethral catheterization, the meatus should be cleaned before insertion of the 
catheter with an antiseptic. 

4.2.6. An appropriate lubricant/anaesthetic gel from a single-use container should be 
used during catheter insertion to minimize urethral trauma and infection. 

4.2.7. The catheter balloon should be inflated with sterile water according to the 
manufacturer's guidelines. A 10ml balloon is advocated for adults and 3-5ml 
balloons for children. 

4.3. Catheter drainage options 

4.3.1. Indwelling catheters should be connected to a sterile closed urinary drainage 
system or catheter valve. 

4.3.2. Healthcare personnel should ensure that the connection between the catheter and 
the urinary drainage system is not broken except for good clinical reasons e.g. 
changing the bag 

4.3.3. Urinary drainage bags should be emptied frequently enough to maintain urine 
flow and prevent reflux, usually when two thirds full, or according to 
manufacturers' instructions. 

4.3.4. Urinary drainage bags should normally be positioned below the level of the 
bladder. 

4.4. Catheter maintenance 

4.4.]. HCWSs must perform hand hygiene and wear a new pair of clean, non-sterile 
gloves before handling a patient's catheter, and must wash their hands after 
removing gloves. 

4.4.2. Urine samples must be obtained from a sampling port using an aseptic technique. 

4.4.3. The meatus should be washed daily with soap and water or antiseptic. 


5. MATERIAL/EQUIPMENT: 
5.1. Urinary catheters 
5.2. Urine bag 
3.3. PPE 
5.4. Antiseptic solutions 
5.5. Supplies (syringe, lubricant, sterile water, etc.) 
5.6. CAUTI Bundle Form IPC-17-01 
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5.7. Urinary Catheter Insertion Procedure Form IPC17-02 


6. REFERENCE: 
6.1. Medical Devices Agency (2000) Equipped to Care London, MDA 


6.2. NHS Manchester (2003) Community Infection Control Guidelines 
6.3. GCC 3"! Edition (2018). 


7. APPROVALS : 
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A. PATIENT’S INFORMATION 















Patient name: 


Admission date: Admission diagnosis: 


IFC insertion date: Place of Insertion: 


IFC removal date: 


B. URINARY CATHETER INSERTION BUNDLE 


1. Avoid unnecessary urinary catheters 


2. Insert using aseptic technique: 






Applicable 
Wa 
a. Hand hygiene before insertion of UC 
b. Use sterile equipment 
(Gloves, a drape, and sponges, Sterile or antiseptic 
solution for cleaning the urethral meatus and single-use 


packet of sterile lubricant for insertion) 


Use of small catheter as possible 


o) 
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C. URINARY CATHETER MAINTENANCE BUNDLE 


Maintain catheters based on Review urinary catheter 
Hand Hygiene recommended guidelines* necessity daily and remove 
promptly 


fee JN Nya | * j 
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* Recommended Guidelines: Y-yes N-no N/A- not applicable 


Maintain a sterile, continuously closed drainage system. 

Keep catheter properly secured to prevent movement and urethral traction. 

Keep collection bag below the level of the bladder at al! times. 

Maintain unobstructed urine flow. 

Empty collection bag regularly 

Routine hygiene (e.g., cleansing of the meatal surface during daily bathing) is appropriate. 
Collection of urine samples should follow aseptic technique. 


0000000 
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1. PURPOSE: 


1.1. To provide policy to prevent surgical infection among patient with surgery. 


2. DEFINITION : 


2.1. A "bundle" is as a group of interventions related to a disease process that, when 
implemented together, result in better outcomes than when done individually. 
The components the bundle can be easily measured as "completed or not 
completed. 

2.2. Surgical site infections (SSIs) are defined as infections: occurring up to 30 days 
after surgery, or up to one year after surgery in patients receiving implants. 
affecting either the incision or deep tissue at the operation site. 

2.3. The surgical bundle is a group of evidenced — based interventions for patients 
undergoing surgery. When implemented together, these interventions result in 
better outcomes (reduce SSI ) than when implemented individually. 


3. RESPONSIBILITY 
N/a 
4. POLICY: 


4.1. Surgical site infection bundle: 
4.1.1. Appropriate use of prophylactic antibiotics 
4.1.1.1. Selection. 
4.1.1.2. Timely administration. 
4.1.1.3. Timely discontinuation. 
4.1.2. Appropriate hair removal. 
4.1.3. Controlled 6AM postoperative serum glucose in cardiac surgery patients. 
4.1.4. Immediate postoperative normothermia ( 36.1-37.1°C) for colorectal 
surgery patients. 
4.2. SSI— Wound Classification 
4.2.1. Class 1 = Clean 
4.2.2. Class 2 = Clean contaminated 
4.2.3. Class 3 = Contaminated 
4.2.4. Class 4 = Dirty infected 
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S. PROCEDURE: 
5.1. Use attached form for Surgical Site Infection Bundle (SSI BUNDLE) Form IPC-18-1 
5.2. Surgical Site Infection Bundle Form Instructions : 
5.2.1. Bundle goal: Preventing SSIs by implementing four(4) well-documented 


components of care: 
5.2.1.1. Appropriate Use of Prophylactic Antibiotics: 
5.2.1.1.1. Antibiotics within 1 hour before surgical incision 
5.2.1.1.2. Prophylactic antibiotic(s) is (are) consistent with the recently updated 
GCC guidelines for surgical prophylaxis. 
5.2.1.1.3. Discontinuation of prophylactic antibiotics within 24 hours after 


surgery. 
5.2.1.2. Appropriate Hair Removal: 
5.2.1.2.1. The use of razors prior to surgery increases the incidence of wound 


infection (not acceptable) when compared to clipping, depilatory use, 
or no hair removal at all (acceptable). Any preoperative hair removal 
should not occur in the operating room itself because loose hairs are 


difficult to control. 
5.2.1.2.2. Clipper machine available in female ward ext.143. 
5.2.1.3. Maintenance of Post-Operative Glucose Control (for diabetics and cardiac 
patients only) 
5.2.1.3.1. The degree of hyperglycemia in the postoperative period is correlated 
with the rate of SSIs in patients undergoing major cardiac surgery. 
Also, stringent glucose control in surgical intensive care unit patients 


reduces mortality. 
5.2.1.4. Maintenance of Postoperative Normothermia(for all patients). 
5.2.1.4.1. Preventing hypothermia is beneficial in reducing SSI in patients 
undergoing colorectal surgery and may be beneficial for other patients 


as well. 


6. ATTACHMENT TOOLS : 
6.1. Surgical site infection bundle checklist. 


7. REFERENCE: 
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1.1. GCC Healthcare Associated Infection (Surveillance Manual) 3rd Edition (2018). 
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Surgical Site Infection Bundle (SSI) 


Infection Control Surveillance Form 















SECTION I: PATIENT AND HOSPITAL INFORMATION: 



















Patient Date of birth Gender [ Male 
ID C Female 
S 4 4 S # # " d D D M M Y Y Y Y 
Surveillance LT ek) Facility Mae Ward/ [sd Location [| Outpatient 
plan date ID unit C Inpatient 
M M Y ES a4 * CI Both 






Name of procedure: 


SECTION II: BUNDLE VARIABLES 






Appropriate use of antibiotics: 

1- Antibiotic(s) was(were) given within one (1) hour before surgical incision* CO Yes C No [A Not documented C N/A 

2- Prophylactic antibiotic(s) is(are) consistent with the recently updated GCC guidelines for Cl Yes [O No C] Not documented [] N/A 

surgical prophylaxis 

3- Discontinuation of prophylactic antibiotic(s) within 24 hours after surgery** 
Antibiotic (1) Name: 


Route: [C] Parentral (IV or IM) CO Oral O Others, specify: 
Antibiotic (2) Name: 


Route: [I Parentral (IV or IM) O oral C others, specify: 







O yes CI No LJ Not documented O N/A 



















Appropríate hair removal: 


4- If hair at the incisional site was clipped Clyes O No Ll Notdocumented CI N/A 













Maintenance of postoperative glucose control: (for diabetics and cardiac surgery patients only) 
5- Serum glucose levels below 11.11 mmol/L (200 mg/dL), collected at least once on each of 
the first two (2) post-operative days 






Cl yes [O ve Cl Notdocumented LI N/A 





Serum glucose day (1) mmol/L 









Cl yes [I No LJ Notdocumented [C N/A 






Serum glucose day (2) mmol/L 
Cardiac Surgery O Yes [C No 


Diabetes [LL] Yes LJ No 















Maintenance of postoperative normothermia: (for all patients) 


6- Postoperative core temperature is normal (36.1-37.1 Ge C Yes [No LI Not documented 
Core temperature C; 


Colorectal Surgery L] No 














Overall compliance: (compliant for all the above 6 components) 





*Due to the longer infusion time required for vancomycin, it Is acceptable to start this antibiotic within 2 hours prior to incision 
** In cardiovascular surgery, it is recommended that discontinuation of prophylactic antibiotic(s) within 48 hours after surgery 





























vs" Ke) KG ën ey: Data entry stamp 





Date data collected Date data entered 





Collector ID Data entry ID 
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SURGICAL SITE INFECTION BUNDLE 


Ge e 


TYPE OF SURGERY: 


1. Screening & Decolonization for MRSA (for patients Il" 
undergoing cardiac surgery) 
2. Preoperative bathe/shower with antiseptic soap or Il 
chlorhexidine 
nee ERR 
if hair removal is needed, clipper was used 


4. Preoperative Antibiotic prophylaxis given 
Name of Antibiotic 
dose time 

incision time 


5. Latest Vital signs checked: Time 
BP PR Oral or axillary 

© Temp before leaving ward or ER/Ward 
Temp every 30 minutes intra-operatively | 

© Temp every 15 minutes in the recovery area 
until a core temperature of 36.0°C is recorded 

¢ Temp every hour until it reaches 

normothermia (36.5°c) 
Resp. FHR (if applicable) 


7. Diabetic Patient: blood glucose level: pre-op 


*Perioperative normoglycemia (on the day of surgery) 
glucose control @ 6AM maintain to <220me/dl-11mmol/| 
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1.0. PURPOSE: 

1.1. To describe the principles of isolation precautions (also known as expanded 
precautions) needed to further reduce or prevent the spread of 
epidemiologically significant or highly transmissible pathogens to, from and 
between patients, staff and visitors in the hospital when standard precautions 
alone are insufficient. 


2.0. DEFINITION: 

2.1. Standard precautions - are designed to reduce the risk of transmission of 
microorganisms from both recognized and unrecognized sources of infection 
in hospitals. 

22. Transmission-based precautions - are designed for patients documented to 
be or suspected to be infected or colonized with highly transmissible or 
epidemiologically important pathogens for which additional precautions 
beyond Standard Precautions are required. 


3.0. POLICY: 

3.1. Use Transmission-Based Precautions for patients with documented or 
suspected infection or colonization with highly transmissible or 
epidemiologically-important pathogens. 

3.2. Extend duration of Transmission-Based Precautions, (e.g., Droplet, Contact) 
for immuno-suppressed patients with viral infections due to prolonged 
shedding of viral agents that may be transmitted to others. 


4.0. RESPONSIBILITY: 
4.1. It is the responsibility of all the staffs to follow the isolation precautions to any 
suspected or confirmed case of infectious diseases or transmissible pathogens. 


5.0. PROCEDURE: 
5.1. Nurses will take the following steps: 
5 1.1. Initiate isolation precautions as specified and/or based on clinical 





Ku 
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assessment of the patient in consultation with the attending physician 

and/or infection control practitioner (ICP). (Microbiology reports may or 

may not support the clinical assessment.) 

5.1.2. Arrange for the required isolation supplies for the room; place the 
appropriate isolation precautions sign on the room door and on the 
patient’s Kardex. 

5 1.3. Give the necessary instructions to patients and visitors. 

5.2. CONTACT PRECAUTIONS 

521. Use Contact Precautions for patients with known or suspected infections 
or evidence of syndromes that represent an increased risk for contact 
transmission. 

5.2.2. Patient placement 
5.2.2.1. Place patients in a single-patient room when available. 
5.2.2.2. When single-patient rooms are in short supply, apply the 

following principles for making decisions on patient placement: 

5.2.2.2.1. Prioritize patients with conditions that may facilitate 
transmission (e.g., uncontained drainage, stool 
incontinence) for single-patient room placement. 

5.2.2.2.2. Place together in the same room (cohort) patients who 
are infected or colonized with the same pathogen and 
are suitable roommates. 
5 2.2.3. If it becomes necessary to place a patient who requires Contact 
Precautions in a room with a patient who is not infected or 
colonized with the same infectious agent: 
5.2.2.3.1. Avoid placing patients on Contact Precautions in the 
same room with patients who have conditions that 
may increase the risk of adverse outcome from 
infection or that may facilitate transmission (e.g. 
those who are immuno-compromised, have open 
wounds, or have anticipated prolonged lengths of 
stay). 

52232. Ensure that patients are physically separated (1.e., Ge 
feet apart) from each other. Draw the privacy curtain 


Kingdom of Saudi Arabia e "elt, 


Ministry of Health a | là T 
Jazan Health Directorate n he! J9 
AL-Harth General Hospital anne: a P 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
ADMINISTATIVE POLICY PROCEDURE 


POLICY NUMBER: APP: IPC-019 APPLIES TO: HOSPITAL WIDE 
APP = 
APPROVAL DATE: JUL 30,2021 EFFECTIVE DATE: AUG 30,2021 


VERSION:2 DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:3 of 8 


























between beds to minimize opportunities for direct 
contact.). 
5.2.2.3.3. Change protective attire and perform hand hygiene 
between contact with patients in the same room, 
regardless of whether one or both patients are on 
Contact Precautions 
5.22.4. In OPD, place patients who require Contact Precautions in an 
examination room or cubicle as soon as possible. 
5.2.3. Use of Personal Protective Equipment (PPE) 
5.2.3.1. Gloves 
5.2.3.1.1. Wear gloves whenever touching the patient’s intact 
skin or surfaces and articles in close proximity to the 
patient (e.g., medical equipment, bed rails). 
5.2.3.1.2. Don gloves upon entry into the room or cubicle. 
5.2.3.2. Gowns 
5.2.3.2.1. Wear a gown whenever anticipating that clothing will 
have direct contact with the patient or potentially 
contaminated environmental surfaces or equipment in 
close proximity to the patient. 
5.2.3.22. Don gown upon entry into the room or cubicle. 
52.323. Remove gown and observe hand hygiene before 
leaving the patient-care environment. 
5.2.3.2.4. After gown removal, ensure that clothing and skin do 
not contact potentially contaminated environmental 
surfaces that could result in possible transfer of 
microorganism to other patients or environmental 
surfaces. 
5 2.33. Please refer to Personal Protective Equipment Policy. 
5.2.4. Patient Transport 
5.2.4.1. Limit transport and movement of patients outside of the room to 
medically-necessary purposes. 
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524.2. When transport or movement in any healthcare setting is 
necessary, ensure that infected or colonized areas of the patient's 
body are contained and covered. 

5.2.4.3. Remove and dispose of contaminated PPE and perform hand 
hygiene prior to transporting patients on Contact Precautions. 

5 2.4.4. Don clean PPE to handle the patient at the transport destination. 

52.5. Patient-care equipment and instruments/devices. 

52.5.1.Handle  patient-care equipment and  instruments/devices 
according to Standard Precautions. 

5.2.5.2. Use disposable non-critical patient-care equipment (e.g., blood 
pressure cuffs) or implement patient-dedicated use of such 
equipment. 

5.2.5.3. If common use of equipment for multiple patients is unavoidable, 
clean and disinfect such equipment before use on another patient. 

5.2.5.4. Please refer to the CONTACT PRECAUTIONS CARD. 


5.3. DROPLET PRECAUTIONS 
5.3.1. Use Droplet Precautions for patients known or suspected to be infected with 
pathogens transmitted by respiratory droplets (1.e., large-particle droplets >5p in Size) 
that are generated by a patient who is coughing, sneezing or talking. 


5.3.2. Patient placement 

5.3.2.1. Place patients in a single-patient room when available. 

5.322. When single-patient rooms are in short supply, apply the following 
principles for making decisions on patient placement. 
5322.1. Prioritize patients who have excessive cough and sputum 
production for single-patient room placement. 
5.3.2.2.2. Place together in the same room (cohort) patients who are infected 
the same pathogen. 

5.3.2.3. If it becomes necessary to place patients who require Droplet Precautions in 
a room with a patient who does not have the same infection. 

5.3.2.4. Avoid placing patients on Droplet Precautions in the same room with 
patients who have conditions that may increase the risk of adverse outcome 
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from infection or that may facilitate transmission (e.g., those who are 
immuno-compromised, have or have anticipated prolonged lengths of stay). 

5.3.2.5. Ensure that patients are physically separated (i.e., >3 feet apart) from each 
other. Draw the privacy curtain between beds to minimize opportunities for 
close contact. 

5.3.2.6. Change protective attire and perform hand hygiene between contact with 
patients in the same room, regardless of whether one patient or both patients 
are on droplet Precautions. 

5.32.7. In OPD, place patients who require Droplet Precautions in an examination 
room or cubicle as soon as possible. Instruct patients to follow 
recommendations for Respiratory Hygiene/Cough Etiquette. 

5.3.3. Use of personal protective equipment 
5 3.3.1. Don a mask upon entry into the patient room or cubicle. 
5.3.4. Patient transport 
5 3.4.1. Limit transport and movement of patients outside of the room to 
medically-necessary purposes. 
5.3.4.2. If transport or movement in any healthcare setting is necessary, instruct 
patient to wear a mask and follow Respiratory Hygiene/Cough Etiquette. 
53.43. No mask is required for persons transporting patients on Droplet 
Precautions. 
5.3.4.4. Discontinue Droplet Precautions after signs and symptoms have 
resolved or as per recommendations of the Infection Control. 
5.3.4.5. Please refer to the DROPLET PRECAUTIONS CARD. 


5.4. AIRBORNE PRECAUTIONS 
5.4.1. Use Airborne Precautions for patients known or suspected to be infected 
with infectious agents transmitted person-to-person by the airborne route 
(e.g., M tuberculosis, Measles, Chickenpox, Disseminated herpes zoster. 
5.42. Patient placement 
5.4.2.1. Place patients who require Airborne Precautions in an Airborne 
Infection Isolation Room (AIIR) that has been constructed in 
accordance with current guidelines: 
542.1.1. Provide at least six air changes per hour. 
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5.42.12. Direct exhaust of air to the outside. If it is not possible to 
exhaust air from an AIIR directly to the outside, the air may 
be returned to the air-handling system or adjacent spaces if 
all air is directed through HEPA filters. 

5.4.2.2. Keep the AIIR door closed when not required for entry and exit. 

5422.1. Consult infection control professionals before patient 
placement to determine the safety of alternative room that 
do not meet engineering requirements for an AIR. 

5 4.2.2.2. Place together (cohort) patients who are presumed to have 
the same infection( based on clinical presentation and 
diagnosis when known) in areas of the facility that are 
away from other patients, especially patients who are at 
increased risk for infection (e.g., immuno-compromised 
patients). 

5.4.2.2.3. Use temporary portable solutions (e.g., exhaust fan) to 
create a negative pressure environment in the converted 
area of the facility. Discharge air directly to the outside, 
away from people and air intakes, or direct all the air 
through HEPA filters before it is introduced to other air 
spaces. 

5.4.3. In OPD settings: 
5.4.3.1. Place the patient in an AIIR as soon as possible. If an AIIR is not 
available, place a surgical mask on the patient and place him/her in 
an examination room. Once the patient leaves, the room should 
remain vacant for the appropriate time, generally one hour, to allow 
for a full exchange of air. 
5.4.3.2. Instruct patients with a known or suspected airborne infection to 
wear a surgical mask and observe Respiratory Hygiene/Cough 
Etiquette. Once in an AIR, the mask may be removed; the mask 
should remain on if the patient is not in an AIIR. 
5.4.4. Personnel restrictions 
5.4.4.1. Restrict susceptible healthcare personnel from entering the rooms of 
patients known or suspected to have measles (rubeola), varicella 
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(chickenpox), disseminated zoster, or smallpox if other immune 
healthcare personnel are available. 
5.4.5. Use of PPE 
5.4.5.1. Wear a fit-tested NIOSH-approved N95 or higher level respirator for 
respiratory protection when entering the room of a patient on 
Airborne Precautions. 
5.4.6. Patient transport 
5.4.6.1. Limit transport and movement of patients outside of the room to 
medically-necessary purposes. 
5.4.6.2. If transport or movement outside an AIR is necessary, instruct 
patients to wear a surgical mask, if possible, and observe Respiratory 
Hygiene/Cough Etiquette. 
5.4.6.3. For patients with skin lesions associated with varicella or smallpox 
or draining skin lesions caused by M. tuberculosis, cover the affected 
areas to prevent aerosolization or contact with the infectious agent in 
skin lesions. 
5.4.6.4. Healthcare personnel transporting patients who are on Airborne 
Precautions do not need to wear a mask or respirator during transport 
if the patient is wearing a mask and infectious skin lesions are 
covered. 
5.4.7. Please refer to the AIRBORNE PRECAUTIONS CARD. 


6.0. MATERIAL/EQUIPMENT: 
6.1. Isolation Precaution sign (Contact, Droplet, Airborne) 
6.2. PPE 
6.3. Hand hygiene (alcohol or soap) 
7.0. REFERENCE: 
7.1. GCC Manual for Infection Control 3" Edition Manual(2018) 
7.2. CDC website 
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VISITORS : Report to nurse's station before entring the room 
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l- Practice hand hygiene. 
2- Wear isolation gown and 
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2- Practice hand hygiene . . dub] 
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VISITORS : Report to nurse's station before entring the room 
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l- Practice hand hygiene . 
2- Wear a surgical Mask. 
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VISITORS : Report to nurse's station before entring the room 


All HCWs and visitors 
must do the following: 


Before patient room entry : 
1- Practice hand hygiene . 
2- Wear N95 respirator . 


.ore exit from patient room : - - - - 
1- All personal protective equipment 
must be removed except N95 
respirator and discarded as 
medical waste. 


After exit from patient room : ii 
1- Remove N95 respirator and 
discard as medical waste. 


2- Practice hand hygiene . 
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1. PURPOSE 



























To provide guidelines on the appropriate use of single rooms for Isolating patient 
suspected or confirmed with communicable diseases. 


2. DEFINTION 


3. RESPONSIBILITIES 
All hospital staff 


4. COMMENTS 
4.1 Appropriate patient placement is an important component of isolation precautions, 
which are designed to do the following: 
a. Provide a physical barrier around the patient infected or colonized with 
epidemiologically significant microorganisms. 

b. Remind personnel and visitors to Observe infection control measures. 

4.2 Consult with the Infection Preventionist (IP) to verify proper patient placement as 

necessary. 


3. | PROCEDURE 

5.1 . Single Rooms 

5.1.1 Use a single room with hand hygiene and toilet facilities for isolation 
purposes. 

Use a single room with negative pressure (airborne infectious isolation 

room (AIIR)) for airbome isolation precautions. (NOT APPLICABLE AS 


















5.1.3 Post the appropriate isolation sign on the door to indicate the isolation 
precaution(s) required. 
5.1.4 Place isolation carts with the necessary supplies outside the single room. 
5.1.5 Consult with IP to cohort patients with identical organisms/disease when 
there is a shortage of single rooms. 
5.2 Indication for Single Room 
5.2.1 Refer to A Quick Reference Guide to initiate isolation based on the type 
of suspected/diagnosed infection or infectious disease. 


5.2.2 Place the patient in a single room for the duration of infectivity of the 
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patient. 


5.2.3 When a patient has poor hygienic habits and cannot comply with infection 
control practices, consult with IP. 


5.3 Admission Process | 

5.3.1 The attending physician documents confirmed or suspected infectious 
status of patients that require isolation. 

5.3.2 Admitting wards (OPD, ER) notify Infection Prevention & Control. 

5.3.3 IP and the Admissions Department will confer to determine the need for a 
single room. 

5.3.4 The receiving ward and admission office shall notify IP when a patient is 
placed in single-room isolation. 

5.3.5 If a single room in an OFF-SERVICE ward is utilized, the Admissions 
Department shall transfer the patient to the appropriate service ward as 
soon as the required room becomes available. 

5.3.6 The IP shall monitor the patient's progress and advise on rescreening and 
discontinuation of isolation. 

5.3.7 The ward staff shall notify the Admissions Office when isolation is 
discontinued. 

5.3.8 Refer to Flowchart Infection Control Protocol for Use of Single Room for 
Isolation. 


6. REFERENCES 
a. General Directorate of Infection Prevention and Control (MOH) 
b. GCC 3" Edition (2018) 
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FLOWCHART 


Infection Control Protocol for the use of Single Rooms for Isolation 


Micro Lab identifies infected/possibly 
infected patient 


Physician identifies infected/possibly infected patient Infection Prevention & Control Department 


Nurse Manager (pre-admission) identifies infected/possibly infected patient 


Admission Office discusses appropriate placement based on service and 
bed availability 


Transferring and receiving ward/unit 


Patient is admitted/transferred to designated/appropriate single 
(isolation) room 


Receiving ward notifies Infection Control of patient’s admission 









Infection Control Department monitors patient/s progress and advises 
ward when isolation can be discontinued 


Patient is discharged or isolation is discontinued. Single room is no 
longer needed. 


Ward notifies Admission Office 
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1.0. PURPOSE: 


1.1.To provide clear guidelines to safely transporting isolated patients within the 
facility while preventing or minimizing infection transmission. 


2.0. DEFINITION: 
2.1. N/A 


3.0. POLICY: 

3.1. Transport of isolated patients should be limited to essential purposes 
only, such as diagnostic and therapeutic procedures that cannot be 
performed in the patient’s room. 

3.2. When patient transport is necessary, appropriate barriers (e.g., masks, 
leak-proof dressing) should be worn to reduce potential contamination of 
the environment and the spread of infection. 

3.3.Refer to Isolation (Expanded) Precautions policy in this manual for 
specific isolation precautions. 


3.4. All staff must observe Standard Precautions at all times. 


4.0. RESPONSIBILITY: 
4.0. It is the responsibility of the Infection Prevention and Control Department to 
implement the program within the health care settings. 
4.1. It is the responsibility of the staff to follow proper precautions while 
transporting patient. 


5.0. PROCEDURE: 
5.1. Ward 
5.1.1. Notify the receiving department to which the patient is being 
transported of the isolation precautions in effect. 
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5.1.5. Explain to the patient the need for the Protective apparel that he/she is 


3.1.5.1. Puta mask on any patient who is in airborne isolation. 
5.1.6. Cover the Wwheelchait/stretcher with a sheet before moving the 
patient. 
5.1.7. Cover the patient with a clean sheet. 
5. L8. Transport the patient to the area as required. 
2.1.9. Return the patient to the isolation room as soon as circumstances 


disinfectant. 
3.2. Receiving Department 

3.2.1. HCWs are to use appropriate personal protective equipment (PPE) 
when managing the patient. 

3.2.2. Observe the specified isolation techniques, 

5.2.3. Adhere to the Hand Hygiene policy. 

2.2.4. Arrange for the patient's return to his/her ward aS Soon as possible. 

E25. Change linens and clean equipment and environmental Surfaces as 
indicated before receiving the next patient. 


3.3.2. Provide complete information on the infectious status of the patient 
to the receiving facility. 


6.0. MATERIAL/EQUIPMEN I: 
6.1. N/A 
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7.0. REFERENCE: 
7.1.GCC Manual for Infection Control, 3" Edition (2018) 


8.0.APPROVALS : 












Mr. Ali Neshili 


Mr. Ali Neshili 
Mr. Fahd Najmi Nursing Director (a? 
() 
. IPC committee A XC LOL 
A 
Ms. Aisha Khubran dÉ oam 


Approved by: Dr. Shwagy Alhazmi Medical Director 
EE | 


. 
Li . 
ses ort i = " " 
Quam 
Pg 
4 










Reviewed by: 













Kingdom of Saudi Arabia ro oe 

Ministry of Health XC 
Jazan Health Directorate a-iuslla Jljg 
AL-Harth General Hospital Ministry of Health 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
INTERDEPARTMENTAL POLICY AND PROCEDURE 


POLICY NUMBER: IPP: IPC-022 APPLIES TO: PT CARE AREAS 












TITLE: INITIATING AND DISCONTINUING ISOLATION 
APPROVAL DATE: | JUL 30,2021 EFFECTIVE DATE: AUG 30,2021 
VERSION:2 DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:1 of 3 


1. PURPOSE: 

1.1. To provide guidelines on the process of initiating and discontinuing isolation 
precautions for patients with a confirmed or suspected infectious diseases 
that carries the risk of nosocomial transmission. 

2. DEFINITIONS 











N/A 


3. POLICY: 
3.1. Standard precautions must always be observed while delivering direct patient care. 
3.2. Appropriate isolation signs must be placed on the doors as needed. 
3.3. Patients requiring isolation precaution can be identified by laboratory results, 
physician diagnosis, or any existing flagging system. 


4. RESPONSIBILITY: 
4.]. It responsibilities of the Infection Prevention and Control Department and HCWs to 
implement the program within the health care settings. 


S. PROCEDURE: 
5.1. Physician 

5.1.1. Identify patients with either a suspected or confirmed infectious diseases. 

5.1.2. Where possible, this information should be available on the patient's 
chart upon admission or as soon as the infection becomes apparent. 

5.2. Nurses 

5.2.1. Confer with physician(s) regarding suspected/diagnosed infections. 

5.2.2. Notify Infection control practitioner (ICP) for assistance regarding the 
type of isolation to be used. 

5.2.3. Request the appropriate single room from the Admissions Office Bed 
Coordinator. 

5.2.4, Place the patient in an appropriate room (some patients with the same 
type of infection can be cohorted ; ICP will advise). 

5.2.5. Place the appropriate isolation sign on the outside of the door of the 
patient's room. 

5.2.6. Ensure that the appropriate isolation precautions are maintained for the 
duration of the infectivity of the patient. 

5.2.7. Fill out a Report of Communicable Diseases Form for all diagnosed 
cases of reportable diseases for the MOH. (Refer to policy IPC-014 
reporting communicable diseases to the ministry of health). 

5.2.8. Discontinue isolation in consultation with ICP. 

5.2.9. Notify the Admissions Office when isolation is discontinued. 

5.2.10. Request housekeeping staff to carry out a terminal cleaning of the 
isolation room (Refer to policy IPC-045 housekeeping). 
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1.0. PURPOSE: 


1.1. To provides a quick reference guide for the selection of the appropriate 













isolation precaution(s). Each disease and condition in considered 
individually; only those precautions that are indicated to interrupt 


transmission for the disease/condition in question are recommended. 


2.0. DEFINITION: 

2.1. Isolation (transmission based) Precautions - are designed for patients who are 
known or suspected to be infected with epidemiologically important pathogens that 
can be spread by the airborne, droplet, or contact routes. 

2.2. Standard Precautions - are those designed for the care of all patients in 


the hospital regardless of their diagnosis or presumed infection status. 


3.0. POLICY: 


3.1. Isolation system must use as a guide to any infectious diseases or 
transmissible pathogens. 
3.2. Implementation of Standard Precautions is the primary strategy for successful 


nosocomial prevention and control. 


4.0. RESPONSIBILITY: 
4.1. It is the responsibility of all the staffs to follow the isolation precautions to any 
suspected or confirmed case of infectious diseases or transmissible pathogens. 


4.2. It is the responsibility of the health care workers to follow standard precautions in 


dealing with the patients. 


5.0. PROCEDURE: 
5.1. Refer to Appendix 1 — Isolation Systems: A Quick Reference Guide 
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Airborne precautions 
Standard precautions 


SAPP Special Administrative Policy and Procedure 


U Time (in hours or days) after the initiation of effective 
l antimicrobial Therapy 
D 


Duration of illness 


Time (in days) after onset of rash 
|| a Time (in days) after onset of swelling 


6.0. MATERIAL/EQUIPMENT: 
6.1. N/A 


7.0. REFERENCE: 
7.1. GCC Manual for Infection Control 3* Edition Manual(2018) 
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1.0 PURPOSE: 

1.1. To provide a guideline for surveillance method in order to measure the incidence 
of HAIs and organisms and establish their endemic rates through using standard 
definitions and methods to allow benchmarking both local, regional, and 
international. 


2.0. DEFINITION: 


2.1. Ventilator - Associated Events (VAE) events - are identified by using a 
combination of objective criteria: deterioration in respiratory status after a 
periodof stability or improvement on the ventilator, evidence of infection 
or inflammation, and laboratory evidence of respiratory infection 

2.2.Ventilator -is defined as a device to assist or control respiration 
continuously,inclusive of the weaning period, through a tracheostomy or 
by endotracheal intubation. The ventilator has to be in place for >2 
days. 

2.3.The VAE definition algorithm is for use in surveillance; it is not a 
clinical definition algorithm and is not intended for use in the clinical 
management ofpatients. 

2.4. Three tiers of VAE definitions - hierarchical 

2.4.1. Wentilator-Associated Condition (VAC) 
2.4.2. Infection-related Ventilator-Associated Complications (IVAC) 
2.4.3. Possible Ventilator-Associated Pneumonia (PVAP 


3.0,RESPONSIBILITY: 
3.1.It is the responsibility of all HCWs to follow standard precautions and aseptic 
techniquefor all direct patients' care and to enter the surveillance bundle form for 
all ventilated patients. 
3.2.It is the responsibility of the IPC Practitioner to monitor and collect data for 
surveillance. 


4.0. POLICY: 
4.]. Surveillance Settings: 
4.1.1. VAE surveillance can be done in any inpatient location where denominator data can 
be collected. 
4.1.2. Currently it is implemented in adult ICUs and SCA, step-down units, wards 
4.2. Surveillance Methodology: 
4.2.1. Active 





Kingdom of Saudi Arabia | | | 





Ministry of Health XC 
Jazan Health Directorate 5 d p 
AL-Harth General Hospital dual | d | 9 

H try RI E Rh 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
DEPARTEMNTAL POLICY AND PROCEDURE 


POLICY NUMBER: APPLIES TO: ICU 
D P P VENTILATOR ASSOCIATED EVENTS 
VERSION:2 












APPROVAL DATE JUL 30,2021 EFFECTIVE DATE: AUG 30,2021 


DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:2 of 11 





4.2.2. Patient Based 

4.2.3. Prospective 

4.2.4. Priority-directed targeted 

4.2.5. Yield risk-adjusted incidence rates 

4.3. Ventilator: | 

4.3.1. Any device used to support, assist or control respiration (inclusive of 
the weaningperiod) through the application of positive pressure to the 
airway when delivered via an artificial airway, specifically an 
oral/nasal endotracheal or tracheostomy tube. 


4.3.2. Lung expansion devices such as intermittent positive-pressure breathing 
(IPPBX 


nasal positive end-expiratory pressure (nasal PEEP); and continuous 
nasal positive airway pressure (CPAP, hypo CPAP) are not considered 
ventilators unless de)ivered via tracheostomy or endotracheal 
intubation (e.g., ET-CPAP). 

4.3.3. Patients on Airway Pressure Release Ventilation (APRV) or related 
modes of mechanical ventilation (e.g., BiLevel, Bi Vent, BiPhasic, 
PCV-, DuoPAP) are INCLUDED in VAE protocol, but the VAE 
period of stability or improvement onthe ventilator and the period of 
worsening oxygenation should be determined by changes in Fi02 only, 
since changes in PEEP may not be applicable to APRV. 

4.4. Ventilator removal and reinsertion: 

4.4.1. If ventilator was removed and reinserted before a full calendar day 

without aventilator, then continue the day count. 


4.4.2. Therefore, if the patient is without a ventilator for at least one full calendar 
day 


(NOT to be read as 24 hours), then start a new day count. 
4.5. Date of Event (DOE) 

4.5.1. The date of onset of worsening oxygenation 

4.5.2. This is defined as the first calendar day of the required 2: 2-day period 
of worsening oxygenation following a 2: 2-day period of stability or 
improvement onthe ventilator. 

4.6. Infection Window Period: 

4.6.I. It is usually a 5-day period and includes the 2 days before, the day of, 
and the 2 days after the VAE event date (ie., the first day of 
worsening oxygenation, the day of VAE onset). 

4.6.2. However, it could be shorter if VAE occurs early in the course of 


mechanical ventilation (cannot include the first 2 days on 
ventilator) 





Kingdom of Saudi Arabia 
Ministry of Health ze "ad, 
Jazan Health Directorate - o qe 
AL-Harth General Hospital d-uall al 





Ministry of Health 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
DEPARTEMNTAL POLICY AND PROCEDURE 


D P P VENTILATOR ASSOCIATED EVENTS 
VERSION:2 


















APPROVAL DATE JUL 30,2021 EFFECTIVE DATE: AUG 30,2021 


DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:3 of 11 





4.6.3. The earliest day on which VAE criteria can be fulfilled is day 4 of 
mechanical ventilation (where the day of intubation and initiation of 
mechanical ventilation isday I) 

4.6.4. The earliest date of event for VAE (the date of onset of worsening 
oxygenation)is day 3 of mechanical ventilation 

4.7. Location of Attribution: 

4.7.1. The inpatient location where the patient was assigned on the date of the VAE 
event, which is further defined as date of onset of worsening oxygenation. 

4.7.2. OR/Post Anesthesia Care Unit/Recovery Room/dialysis unit /ERs cannot be 
considered a location of attribution for VAE. 

4.8. Transfer Rule: 

4.8.1. If a VAE develops on the day of transfer or the day following transfer 
from oneinpatient location to another in the same facility or to a new 
facility (where the day of transfer is day 1), the event is attributed to the 
transfelTing location. 

4.8.1. I. El.ample: 

4.8.1.1.1. Patient on a ventilator in the SICU who has had 
improving oxygenation for 3 days is transferred to the 
MICU, still on the 
ventilator. 

4.8.1.1.2. On the day of transfer, after the patient has arrived in the 
MICU, the patient experiences an acute 
decompensation, requiring an increase of 0.30 (30 
points) in FiO2 that persistsduring the following 
calendar day. 

4.8.1.1.3. VAC criteria are met on calendar day 2 in the MICU. 

4.8.1. 1.4. Because the onset of worsening oxygenation occurred 
on theday of transfer to the MICU, the VAC event is 
attributed to the SICU. 

4.9. Multiple Transfers: 

4.9.1. If the patient has been transfelTed to more than one location on the date 
ofV AE, or the day before, attribute the VAE to the first location in which 
the patient was housed the day before the V AE's date of event. 

4.10. Repeat Infection Time Frame (RIT): 

4.10.1. A new VAE cannot be identified or reported until a 14-day period has 
elapsed after the day of onset of worsening oxygenation (the event date, 
day I). However,the period of stability can be diagnosed during the 
defined 14 days | 

4.11. Secondary BSls: 
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4.11.1. Secondary BSls may be reported for PVAP events but NOT reported for VAC 
orIVAC events provided that the organism identified from blood specimen 
matches an organism identified from an appropriate respiratory specimen 
(respiratory secretions, pleural fluid and lung tissue). 

4.11.2. Collection times: respiratory specimen have been collected during the 5-day 
infection window and the positive blood specimen collected during the 14- 
day event period starting by the date of event 

4.11.3. In cases where PVAP is met with only the histopathology criterion and there is a 
positive blood specimen a secondary BSI is not reported 

4.11.4. Do not limit reporting to just those organisms isolated in culture. For 
example,influenza A identified by PCR in respiratory specimen and culture 
of blood specimen, a secondary BSI is reported 

4.12. Measurements of oxygen requirement: 

4.12.1. Fraction of Inspired Oxygen (FiO2) is oxygen concentration (96) is typically 
maintained below 0.5 even with ventilation, to avoid oxygen toxicity. Natural 
airincludes 20.996 oxygen, which is equivalent to FiO2 of 0.21. 

4.12.2. Positive end-expiratory pressure (PEEP) is the pressure in the lungs above 
atmospheric pressure applied by a ventilator. A small amount of applied 
PEEP (Oto 5 cmH20) is used in most mechanically ventilated patients to 
mitigate end- expiratory alveolar collapse. 
4.13. Daily minimum PEEP: 
4.13.1. The lowest value of PEEP during a calendar day that is set on the ventilator 
andmaintained for at least I hour 
4.1 3.2. In the event that ventilator settings are monitored and recorded less frequently 
than once per hour or where there is no value that is documented to have been 
maintained for at least one hour, the daily minimum PEEP is simply the lowest 
value of PEEP set on the ventilator during the calendar day 
4.14. Daily minimum Fi02: 
4.14.1. The lowest value of F1O2 during a calendar day that is set on the ventilator 
andmaintained for at least I hour 
4.14.2. In the event that ventilator settings are monitored and recorded less frequently 
than once per hour or where there is no value that has been maintained for at 
leastone hour, the daily minimum FiO2 is simply the lowest value of FiO2 set 
on the ventilator during the calendar day. 
4.15. Layers of VAE events 
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4.15. ]. Ventilator-Associated Condition (VAC): After a period of stability or 
improvement on the ventilator sustained for 2 calendar days, the patient has 
one the following indicators of worsening oxygenation that sustained for 2:. 2 
calendar days; 
4.15.11. Increase in daily minimum FiO2 values of 0.20 points or 
4.15.1.2. Increase in daily minimum PEEP values of 3 cm H2O 


4.15.2. Infection-related Ventilator-Associated Complication (IVAC): After 
meeting the criteria ofV AC, the patient meets the following two criteria; 
4.15.2.1. Temperature> 38 °C or< 36°C, OR white blood cell count 2:. 
12,000 cells/mm3 or 4,000 cells/mm3 
A15.2.2. A new antimicrobial agent(s) is started, and is continued for 4 
calendar days 
4.15.3. Possible Ventilator-Associated Pneumonia (PVAP): After meeting the criteria 
of VAC or IVAC, the patient meets one of the following criteria; 


4.15.3.1. Criterion 1: Positive culture of respiratory specimens 
withoutrequirement for purulent respiratory secretions. 
ALIS 30k. Criterion 2: Purulent respiratory secretions plus 


organismidentified from defined respiratory specimens. 

4.18.3.3. Criterion 3: One of the following positive tests: Organism 
identified from pleural fluid, Lung histopathology, Legionella 
detection, 


or viral detection. 


5.0. PROCEDURE: 
5.1. Ventilator-Associated Condition (VAC) 

5.1.1. After a period of stability or improvement on the ventilator sustained for 2 
calendar days, the patient has one the following indicators of worsening 
oxygenation; 

S.1.1.1. Increase in daily minimum FiO2 values of 0.20 points or 
5.1.1.2. Increase in daily minimum PEEP values of 3 cm H20 
5.2. lofection-related Ventilator-Associated Complication (IVAq 

5.2.1. After meeting the criteria of VAC, the patient meets the following two criteria; 
5.2.1.1. Temperature» 38 °C or< 36°C, OR white blood cell count 12,000 

cells/mm3 or 54,000 cells/mm3 





Kingdom of Saudi Arabia 
Ministry of Health eo". 9 
Jazan Health Directorate - f dj liq 


AL-Harth General Hospital 


Ministry of He; 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 


DEPARTEMNTAL POLICY AND PROCEDURE 


D PP VENTILATOR ASSOCIATED EVENTS 


DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:6 of 11 


5.2.1.2. A new antimicrobial agent(s) is started, and is continued for 4 

calendardays 
5.2.2. New antimicrobial agent: 

5.2.2.1.Any agent initiated on or after the third calendar day of 
mechanicalventilation and in the VAE Window Period 

5.2.2.2. The agent is considered new for the purposes of this definition if it 
wasnot given to the patient during the 2-days before the window 

5.2.2.3.Qualifying Antimicrobial Day (QAD): day on which the patient 
was administered an antimicrobial agent that was determined to 
be "new" within the VAE Window Period 

5.22.4.Four consecutive QADs are needed to meet the IVAC 
antimicrobial criterion 

5.2.2.5. The requirement for 4 consecutive QADs can be met with 4 days of 
therapy with the same antimicrobial (with a gap of no more than 1 
calendar day between administrations of that antimicrobial) or it 
can be met with 4 days of therapy with multiple antimicrobial 
agents, as long aseach antimicrobial was started within the VAE 


Window Period. 
5.23. Routes of administration of new antimicrobial agent 


5.2.3.1. Route of Administration 


Route of Administration Definition 
An intravascular route that be ins with a vein. 
A route that begins within a muscle 


-— A route that begins anywhere in the digestive tract extending from the 
Digestive Tract 
mouth through rectum. 
hat begins within the respiratory tract, includi 
Respiratory Tit A route that begins within piratory , including the oropharynx 
and nasopharvnx. 


5.23.2. Qualifying Antimicrobial Day (QAD): 


UNE GNE 
days 
improve improve 
Antimicrobial even L— mmi Ceftriaxone | Meropenem | Meropenem 
xone 
MEME 


HAD ` TI 1 o 
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5.2.3.2. ]. Meropenem is a new start while ceftriaxone is not as it 
period (infectionwindow period). 
5.2.3.2. The number of QAD is 4 
S C Mo 
Oxygenation Stable/ Stable/ | Wors | Worse 
improv improve e n 
e n 
Antimicrobia | Ceftriaxon | Ceftriaxone) Ceftriaxo | Mero | Imip | Piperacilli | Piperacill 
lagent e ne pene | e 
m nem | Tazobacta | Tazobacta 
| m 
5.2.3.2.3. Meropenem, Imipenem and Piperacillin/ Tazobactam 
are new start while ceftriaxone is not as it was given to 
5.2.3.2.4. The number of QAD is 4 
* P Jj jJ 
mM Levofloxacin an Levotloxa Bl Levofloxacin 
cin 
Ld B — 
between days of levofloxacin administration, the 
requirementfor 4 consecutive QADs is met 


was given to the patient the day before the 5-day 
Ventilator 2 3 4 5 
davs 
in/ 
DL o2 5753 14 | . 
the patient the day before the 5-day period. 
Stable/ | Stable/ Worsen | Worsen 
imorove improve 
5.2.3.2.5. Because there is a gap of no more than I calendar day 
5.2.3.2.6. The number of QAD is 5 
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5.2.3.2.7. Because there is a gap of more than 1 calendar day 
betweendays of vancomycin administration, the 
requirement for 4 consecutive QADs is not met 
5.2.3.2.8. The number of QAD is 0 
5.3. Possible Ventilator-Associated Pneumonia (PVAP): 
After meeting the criteria of VAC or IV AC, the patient meets one of 
thefollowing criteria; 

5.3.1. Criterion 1: Positive culture of one of the following specimens, 
meeting quantitative or semi-quantitative thresholds, without 
requirement for purulentrespiratory secretions: 
5.3.1.1. Endotracheal aspirate, 105 CFU/ml or corresponding semi- 
quantitative 

result 
5.3.1.2. Bronchoalveolar lavage, 104 CFU/ml or corresponding 
semi-quantitative result 
5.3.1.3. Lung tissue, 104 CFU/g or corresponding semi-quantitative result 
5.3.1.4. Protected specimen brush, 103 CFU/ml or 
corresponding semi-quantitative result 

5.3.2. Criterion 2: Purulent respiratory secretions PLUS organism identified 
from oneof the following specimens (to include qualitative culture, or 
quantitative/semi- quantitative culture without sufficient growth to 
meet criterion #1) 
5.3.2.1. Sputum 
5.3.2.2. Endotracheal aspirate 
5.3.2.3. Broncho alveolar lavage 


5.3.2.4. Lung tissue 
5.3.2.5. Protected specimen brush 
5.3.3. Criterion 3: One of the following positive tests: 
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5.3.3.1.Organism identified from pleural fluid (where specimen was 
obtained during thoracentesis or initial placement of chest tube 
and NOT from anindwelling chest tube) 
5.3.3.2.Lung histopathology, defined as: 1) abscess formation or foci of 
consolidation with intense neutrophil accumulation in 
bronchioles and alveoli; 2) evidence of lung parenchyma 
invasion by fungi (hyphae, pseudohyphae or yeast forms); 3) 
evidence of infection with the viral pathogens listed below 
based on results of immunohistochemical assays,cytology, or 
microscopy performed on lung tissue 
5.3.3.3. Diagnostic test for Legionella species 
5.3.3.4.Diagnostic test on respiratory secretions for influenza virus, 
respiratorysyncytial virus, adenovirus, parainfluenza virus, 
rhinovirus, human metapneumovirus, coronavirus 
Criterion 1-PVAP: Threshold values for cultured specimens used in the diagnosis of 
pneumonia 


Specimen collection/technique 


Deag —— — — — — — — — — — — [^IUMCFUgüsuw  - 
"Bronchoscopicallp (B obtained specimen J SSS 
| lOdCFUUm — — —— — — | 

7103 CFU/ml — — — 
[ JSCFUm| 












Non bronchoscopically (NB) obtained (blind)specimens 
[ * NB-HAL TOF 
NB-PSB 103 CFU/ml 
8. Endotracheal aspirate (ETA) IO0SCFU/ml 


5.4. Collection of denominator data for VAE 
5.41. Manual daily: 
5.4.1.1.patient days and ventilator days should be collected at the 
same time, every day, for each location performing 
surveillance to ensure that different collection methods don't 


result in device days being» patientdays. 
5.4.2. Electronic sources: 
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5.4.2.1. When patient days and ventilator days are available from 
electronicdatabases, these sources may be used as long as 
the counts are not substantially different(+/- 5%) from 


those collected manually. 
Application 


5.5. Analysis of VAE 
Location 


Calculation 
specific 


ne number ofventilator days for that location measure 


The number of VAEs for a location Location specific 
VAE Rates X 100 | measure 


The number of ventilator episodes for that location 
























Both location 
specificand 





VAESIR The number of observed VAEs 
The number of predicted V AEs summarized 
measure 


Ventilator The number of ventilator days for a location Location specific 
DUR The number of patient days for that location measure 
Ventilator The number of observed ventilator days Both location 


SUR The number of predicted ventilator days specificand 
summarized 
measure 











SIR= Standardized Infection Ratio; DUR= Device Utilization Ratio; SUR= Standardized 
Utilization Ratio 


6.0. MATERIAL/EQUIPMENT: 
6.1.Surveillance Bundle form 


7.0.REFERENCE: 
7.1.MOH Surveillance Manual 2021 





Kingdom of Saudi Arabia 


Ministry of Health “Se 


Jazan Health Directorate . "ET 
AL-Harth General Hospital d-uall dJ |j g 





Ministry of Health 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
DEPARTEMNTAL POLICY AND PROCEDURE 


D P p VENTILATOR ASSOCIATED EVENTS 
VERSION:2 














APPROVAL DATE: JUL 30,2021 EFFECTIVE DATE: AUG 30,2021 


DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:11 of 11 






8.0. APPROVAL 


SIGNATURE 


Fs 
RAA 


TL 
; IPC committee | A -W 
Ea 
] d a SSES qu 
Mrs. Aisha Khubrani Quality Director Ve E e 


CE SS 
: : Zh (Qe ee 
Approval by: Dr. Shwagy Alhazmi Medical Director | 


DATE 












"agy ‘enna DIIN soy 12 SÉ IPAS pp rvorBay A 3624 
SII [Du 2199 wont ^ 5 pur Kran ss" e Dä NO 


oy? saaa TH? « Jo tangoa dd vr Apop e 2503170 MO SKDP 2OPU2/0I 7 


usas Juoppactias wos (532 JONAS? snowonds puc $3; dra AA LN OO = sida / sAjod “syuaBo jorqosusjuo = 
dap? = row dwaj 315202120823 wnwrunu Ap 


S1 Grëng APIO e Ute SEY "DIJOALA, W MANDA 
e S —— 


— 





| — —1 


We MEN | 
(dv Ad 40 


(Z*'£*p* :3unoo JO 
DYAL YA) | qwu/n32 9u1 Ajr2eds) 
MWOunso) adÁi JVA INSINVOUO 


o 
c 
"o 
Ei 
eo 


ep "YIndorsy fon ‘pony fran vi 152i aanrsod C YN uaunpads panaiosd 
SS ‘sBury) svoganos «24 


puabo paornumnuo mau p Tpu ya? ODO TT < 7° gw fee? ONO’? 5 SIUN jj3? poorq 319 '3. 8f « 70 3,6£ > 8njniadus| -JVA 
«x AO paurorsns ‘poriad auyasog 241 ur 





SNNADUOIO? ‘SNINAOUIYS 'SNIJA pruan{ulosod ‘snsjaouapy 
ranssu Bunj 126040} (o 20019 “dso jo3u207)0pu3 *wninds wosf ussjun6s0 Sf 1d 
1uajnuad = "(ysnzq vaus2ads JANIAI sanss Bon] "Ty g 7v13) amyn aanisody -dvAd ‘shopp< sof panunuo? puo patos 
‘shop sopuajorz « sof pauinysns popad auyasog ay) ur Aop Ten 241 fo 4334 uius Apop 
App isay 241 Jog 014 wnunupu Apop 201 4940 07107 O< fog 013 uw Apop uy 2$02120] -IVA ‘IIAL TVA 
Xgv “JUNO? 32 poojq ayy wnuyxou jog = xou 38M "uno? [22 POF 


= uu dway zO! Wm Ajog = unu Qt 'd33d num Ajog = ur d33d VO j02ruou32ui = AW 







vlt > 10 
J 8E < 
dwa) 









aweu 
HM 


40 000'ZT = 
Jem 


SId3 
/SA10d 





uOne2o] 





aep uojssiupy 
quaijed jo owen 





WYOJ ONINOLINOW (3VA) LN3A3 GALVIDOSSV HOLVTILN3A 


1 


INHO3 39NVTII3AunS 
VS upeÁmn -uijeaH Jo AnjsjuliA í 


an J pue uonuaA^a3Jd u0r23ju| jo BJe10}I9IIG ema 


Scanned with CamScanner 





KÉ NS 
*»- ee e ore 


AW General Directorate of Infection Prevention and Control F ` e Dm | 
RO Ministry of Health- Riyadh KSA de 
enis dE SURVEILLANCE FORM Goire Surveillance 

ORGANISM AND SENSITIVITY 
Patient’s Name: MRN; Unit/Ward: 
Age: Gender: M/F Date/Time of Specimen Collection: Date /Time of Record: 
Type of Specimen: a Sputum oThroatswab o Nasopharyngeal swab o blood a Urine g BAL 
o Body tissue — c Woundswab o Tracheal aspirate — "boor fluids c Others a Stool 
Name of Organism/s: 
ANTIMICROBIAL SENSITIVITY: 


For Gram Positive Organism For Fungus Organism ^ | For Mycobacterial Organism | 


spative organism | | 
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ii. Oxacilin |  |1i Ceftazidime |_| 26. Minocycline IL Lil Streptomycin 
(12 ceforitin | 7 Cefoxitin LI 17 Tigecycline 
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| ge? Ministry of Health- Riyadh KSA 1 
T SURVEILLANCE FORM S 


Ventilator-Associated Event (VAE) 


“required for completion 





“Medical Record No (MRN): 


Patient Name ( 4 names) 
*Gender: F M 8 


National ID/IQAMA tft. 
f Client ID 
Age: Nationality (Specify): i 


mg 






Post-procedure VAt: Yes No Date of Procedure 
*Date Admitted to Facility: ‘Location: ` 


—— — 


— "APR. Ves No 


{A rwrry Pressure Release Ventilation 


*Location of Mechanical Ventilation Initiation: 


Event Details 
"Specific Event: a VAC nIVAC c Possible VAP 


*Specify Criteria Used: 

STEP 1: Ventilator Associated Condition (VAC) 

After a period of stability or improvement on the ventilator, the patient has at least one of the following indicators of worsening 
oxygenation: 


c Increase in daily minimum? FiO2 of 2 0.20 (20 points) over OR o Increase in daily minimum" PEEP values of z 3 cmH2O over 
the daily minimum FiO2 of the first day in the baseline period, the daily minimum PEEP of the first day in the baseline 
sustained for 2 2 calendar days. periodt sustained for 2 2 calendar days. 


* Daily minimum defined by lowest value of FIO 2or PEEP during a calendar day that is maintoined for > 1hour. 
*Daily minimum PEEP values of 0.5cmH D are considered equivalent for the purposes of VAE surveillance. 


STEP 2: Infection- related Ventilator Associated Complication (IVAC) 


On or after calendar day 3 of mechanical ventilation and within 2 calendar days before or after the onset of worsening oxygenation 


(infection window period), the patient meets both of the following: 
o Temperature > 38°C or<36° | OR  aWhite blood cell count > 12,000 or < 4,000 cells/mm? 


AND 
c A new antimicrobial agent(s) is started, and is continued for 2 4 qualifying antimicrobial days (QAD). 


STEP 3: Possible Ventilator Associated Pneumonia (PVAP) 


On or after calendar day 3 of mechanical ventilation and within 2 c Criteria 3 

i i One of the following positive tests: 
candar tays bee pie We onae ra aida i oa a. “Organism identified from pleural fluid (where specimen was 
ONE of the following criteria Is met (taking into account org obtained during thoracentesis or initial placement of chest tube 


and NOT from an indwelling chest tube) 
b. Lung histopathology, defined as: 
. 1) abscess formation or foci of consolidation with intense 
a Criteria 1: gtt specknens neutrophil accumulation in bronchicles and alveoli; 
Positive vien ahead | ira Motos without requirement for 2) evidence of lung parenchyma invasion by fungi (hyphae, 
quantitative thresno l pseudohyphae or yeast forms); 
purulent respiratory secretions: 3) evidence of infection with the viral pathogens listed below based 


exclusions specified in the protocol): 


meeting quantitative or semi 


a.  Endotracheal aspirate, 2 10 SCFU/ ml wd on results of immunchistochemical assays, Cytology, Of microscopy 
corresponding semi-quantitative resu performed on lung tissue 
b. Bronchoalveolar lavage, 2 oa € or c. Diagnostic test for Legionella species 
corresponding semi-quantitative r Wë d Diagnostic test on respiratory secretions for influenza virus, 
i ative result i i - 
c. Lung tissue, 2 104 CFU/g or corresponding semi-quantit respiratory syncytial virus, adenovirus, parainfluenza virus, 


x mi- 
d. Protected specimen br ush, 2 103 CFU/ml or corresponding 5e rhinovirus, human metapneumovirus, Coronavirus 


quantitative result 


z Criteria 2 | 
| j trachea that contain >25 neutrophils and 
j secretions from the lungs, bronchi, or 
ëch mi snl AE dn Sue field [Ipf, x100]) * PLUS organism identified from one of the following specimens (to include 
milis NN i i fficient growth to meet criterion #1): 
itati itati mi-quantitative culture without suincient B ! 
— S. bande dus e Bronchoalveolar lavage d. lungtissue e. Protected specimen brush 


* If the laboratory reports semi-quantitative results, those results must correspond to the quantitative thresholds. 


* if organism identified, specify the name: —————— 


*Secondary Bloodstream Infection: Yes No 
**Died: Yes No VAE Contributed to Death: Yes 


Discharge Date: *pathogens Identified: Yes No 
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ORGANISM AND SENSITIVITY 
Patient's Name: MRN: Unit/Ward: 
Gender: M/F Date/Time of Specimen Collection: Date /Time of Record: 





Type af Specimen: n Sputum nThmat swah m Nasopharyngeal swah n bland Urine n RAI | 
o Body tissue ` cWoundswab u Tracheal aspirate z Body fluids z Others = Stool 
Name of Organism/s: | 
ANTIMICROBIAL SENSITIVITY: ! — 
-) For Gram Positive Orpanism For Gram Negative organism For Fungus Organism | For Mycobacterial Organism 


L. [i con — | [i Ames | isoin [|I Anonn || Se | 
3 Levofloxacin | (2 Ampicilin ` | — |17.PolymycinB 2 Cospofungin | | 


3. Moxifloxocin 3. Ampicillin 18. Ertopenem a 3. Fluconazole E 3. Rifompicin | 
sulbactam 
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Sulfamethoxozole 
a ll 
Sulfamethoxazole — 
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«N90 Olid 2 
h&beitrer ef sa”. A SURVEILLANCE FORM b. ie 
Ventilator Associated Pneumonia form 
Laboratory Findings 


"H immunocompromised, Does the patient have any of the following Lab results? 

D Identification of matching Candida «pp. from blood and sputum, endotracheal aspirate, BAL or protected specimen brushing 

C Evidence of fungi from minimally contaminated LAT specimen (e R., BAL or protected specimen brushing) from one of the 
following: (1) Direct microscopic exam (2) Positive culture of fungi (3) Non-culture diagnostic laboratory test 










VAP Criteria that patient has: 
PNEU 106 
PNEU 20 
PNEU 3c 


| VAP Diagnosed after a Procedure: Yeso Noo 








Procedure Name (encircle the procedure) 


l l Abdominal 
Craniotomy Limb amputation | Gallbladder surgery hysterectomy psc. 


Colon surgery Knee prosthesis Abdominal aortic S nerve hs mad _ | 


Coronary artery bypass graft with both chest and donor site incisions | Coronary artery bypass graft with chest incision only ` — _| 
5 Nos 


Procedure Date: (DD/MM/YYYY): Development of Secondary BSI. Yes 
Hospitalization Death: Yes O Noo Death Date: VAP Contributed to Death: Yes © Noc 


Pathogens identified: Yes o Noo If YES, specify in the next page 


Open reduction of fracture 
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GDOIPC Surveillance || 
Ventilator Associated Pneumonia Form 
Patient Information > ` —— — — 
"Medical Record No (MRN Nati 
) *National ID séien HESNID: 
Patient Name (4 names) na TDAIQAMAN Sandan yr eM ES z^ 
Nationali Mul. EXE ge: 
eer epee: Country: Region/Health Affairs: | 
: Mobile No: | 


Address type: Primary home o 


- | No fixed address o 
Date Admitted to Facility: 


Additional | 


D. 
temporary address 0) postal address O vacation home O | 


*Location(Area/Unit): 


VAP (according to current CDC/NHSN Criteria's and Definitlon) 


Event Date (DD/MM/YYYY): 
1. Patient had a ventilator at the time of or removed within 
2 calendar days before VAP diagnosis Yeso Noo 
Age: o Age <1 year n Age 1 to $12 years 

o Age > 12to «70 years o Age 2 70 years 


— 


^X! Is the patient immunocompromised? 








— 

VAP signs and symptoms: 
u Altered mental status (in 270 y.o.) with no other recognized | 
Cause | 


| | 

o New onset of purulent sputum or change in character of | 
sputum, or increased respiratory secretions, or increased | 
suctioning requirements 


Yeso Noo 
d di Does the patient has underlying pulmonary or? Hi Coughi ebe deg EEN 
- "cardiac disease? Yeso Non D Apnea | 
Are there 2 or more positive chest imaging test o Dyspnea | 
results obtained? Yeso Noo o Tachypnea 
Is there any of the following chest imaging? p Rales or bronchial breath sounds | 
test results? Yeso Noo a Wheezing, rales, or rhonchi | 


2 There must be at least one of the following chest imaging test 


Results (or 2 if there is underlying disease) to continue: 
o New or progressive and persistent infiltrate: 

a Consolidation 

o Cavitation 


c Pneumatoceles (in <1 yr.) 


Date of Onset of First Signs and Symptoms 
(DD/MM/YYYY): 


VAP signs and symptoms: 


1. Temperature 2 Fever (>38.0°C) a Hypothermia (<36.0°C) o Temperature instability 
2. WBC o Leukopenia ($4000 WBC/mm3) a Leukocytosis (For adults, 


‘aboratory Findings 

*Does the patient has any of the following Common Bacterial 
or Filamentous Fungal Pathogens Lab results 
D Organism identified from blood 
n Organism identified from pleural fluid . 
D Positive quantitative culture from minimally-contaminated LRT 
specimen (e.g., BAL or protected specimen brushing) | 
>5% BAL-obtained cells contain intracellular bacteria on direct 
microscopic exam (e.g. Gram’s stain) Positive quantitative culture 
of lung tissue 
a Positive quantitative culture of lung tissue 
p Histopathologic exam shows at least one of the following 
evidences of pneumonia: (1) Abscess formation or foci of 
consolidation with intense PMN accumulation in bronchioles and 
alveoli, (2) Evidence of lung parenchyma invasion by fungal 
hyphae or Pseudohyphae 


& Heart Rate: Bradycardia («100 beats/min) 
Tachycardia (»170 beats/min) 

o Nasal flaring with retraction of chest wall or nasal flaring | 

with grunting | 

o Worsening gas exchange leg, O? desaturations (e.g. 

PaO?/FiO? <240), increased oxygen requirements, or increased | 

ventilator demand) 

a Hemoptysis 

o Pleuritic chest pain 

n Other Clinical Features (Please specify): 





212,000 WBC/mm3, children less than 12 yr. >15,000 WBC/mm?) 


* Does the patient has any of the following Viral, Legionella, and other 
Bacterial Pathogens Lab results? 

n Virus, Bordetella, Legionella, Chlamydia or Mycoplasma identified from 
respiratory secretions or tissue by a culture or non-culture based 
microbiologic testing method which is performed for purposes of clinical 
diagnosis or treatment (e.g., Not Active Surveillance Culture/Testing 
(ASC/AST). 

a Fourfold rise in paired sera (IgG) for pathogen (e.g., influenza viruses, 
Chlamydia) 

n Fourfold rise in Legionella pneumophila serogroup 1 antibody titer to 
21:128 in paired acute and convalescent sera by indirect IFA, 

a Detection of L. pneumophila serogroup 1 antigens in urine by RIA or EIA 
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1.0. PURPOSE: 


1.1.To give guidelines on how to manage and achieve compliance from 
approved sitters of patients in isolation as per hospital policy and 


procedures. 


2.0. DEFINITION: 
2.1. N/A 


3.0. POLICY: 
3.1. Apply hospital administrative policies where applicable. 


3.2. In general, sitters are not allowed for patients who are being treated in 


isolation (under airborne, contact, OT droplet precautions). However, 


exceptions to this policy can be made after consultation and upon approval ot 


the Director of the Infection Prevention and Control Program or à designee. 
3.3. Every patient and approved sitter in isolation will follow standard and 
isolation precautions. E 
3.4 Compliance with all infection control practices 1$ mandatory (e.g.. those 
| regarding hand hygiene. standard precautions, medical and nursing 


instructions, PPE). 
i | isolation 
3 5 Non-compliance with 1S0 Ka miro 
recommendations can contribute to the spread of infection to other patients, 
healthcare workers, visitors, and the environment. | 
3.6. It is the responsibility of the hospital staff to educate the 1 | 
approved sitter about all infection control rules and recommendations. 


regulations OT infection control 


solated patient and 


4.0. RESPONSIBILITY: Ea 
ponsibility of the doctor to make note if there are allowing sitter to be 


4.].It is the res e 
ain to them the condition of the patient 


with the patient and exp! 
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^ . * EE) * D m : 
4.2. It is the responsibility of the infection control and staff nurse to educated patient's 
relative regarding the isolation precaution. 


4.3. It is the responsibility of the assigned nurse to remind the staffs who will enter the 
room to wear proper PPE. 


5.0. PROCEDURE: 
5.1. Healthcare workers 


5.1.1. The Most Responsible Physician or his/her designee is responsible for 
ensuring that the necessary education is given to the patient and sitter. 
5.1.2. Each patient and sitter will be provided with specific information and 

will be given positive educational reinforcement in their language. 

5.1 2.1 Evidence that this education has taken place will be documented 
in the patient's medical record by the physician. 

5.1.2.2. The approved sitter will be informed at this time that sitter 
authorization will be withdrawn if isolation regulations are not 
followed. 

5.1.2.3. The patient, sitter, and physician will sign the education consent 
form, and this form will be kept in the medical record as evidence 
that they agree to the isolation conditions. 

5.1.2.4. Physicians, infection control practitioner, nurses, and health 
educators will share the responsibility of monitoring the 
compliance of the patient in isolation and his/her approved sitter. 

5.1.2.5. The Infection Prevention and Control department (IP&C) should 
be informed immediately of any breaches of compliance. 
5.1.2.5.1. The IP&C will recommend that further patient 

education should be given. 

5.1.2.6.Any repeated breach of compliance should be referred to the 
IP&C, and the sitter’s authorization can be withdrawn. 

5.1.2.7. The Security Department will take whatever actions necessary to 
ensure that the patient in isolation and his/her approved sitter 
comply with infection control isolation precautions (if necessary). 


Scanned with CamScanner 


JUL302021 — | EFFECTIVE DATE: AUG 30,2021 | 


Kingdom of Saudi Arabia NCC 
Ministry of Health * 
Jazan Health Directorate à all ájljq 
AL-Harth General Hospital wintry of Hew 





u DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
ADMINISTATIVE POLICY PROCEDURE 


POLICY NUMBER: | APP: IPC-025 | APPLIES TO: HOSPITAL WIDE 


wE: 
VERSION:2 







PATIENTS AND SITTERS IN ISOLATION 


DUE FOR REVIEW: - | JUL 30,2023 | NUMBER OF PAGES:3 of 4 





5.2. Patients and sitters 

5.2.1. It is the responsibility of every patient and his/her approved sitter to 
comply with all infection control rules and regulations (listed on the sign 
on the door or conveyed through medical/nursing instructions). 

5.22. It is the responsibility of the hospital staff to monitor the compliance of 
the patient in isolation and his/her allowed sitter with infection control 
isolation recommendations. 

5.2.3. Patients and their sitters who receive education from the staff regarding 
‘nfection control isolation recommendations and still do not comply with 
these recommendations will be subject to measures to enforce the 
standards and ensure their compliance. 


6.0.MATERIAL/EQUIPMENT: 
6.1. N/A 


7.0.REFERENCE: E 
7.1.GCC Manual for Infection Control 3 Edition Manual(2018) 
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1.0. PURPOSE: 


1.1. To provide a guideline on management for hospitalized patients with Middle 
East Respiratory Syndrome Corona Virus (MERS-CoV). 


2.0. DEFINITION: 


2.1. MERS-CoV is a novel corona virus first identified in September 2012 by 
an Egyptian virologist, who is isolated the previously unknown corona virus 
from the lungs of a 60 year old patient with pneumonia and renal failure. 

2.2. Corona viruses are named for the crown-like spikes on their surface. They 
are common viruses that most people get in their lifetime; these viruses 
usually cause mild to moderate upper respiratory tract illnesses. 

23. MERS-Cov is different from any other corona virus that caused SARS 
(Severe Acute Respiratory Syndrome). 


2.4. Mode of Transmission: i 
24.1. The original source of MERS-CoV, routes of transmission to 
humans, and mode of human-to-human transmission have not been 
determined. | 
242. Health officials do not know how the newly discovered MERS- 
CoV spreads. | | 
24.3. There is nO reported evidenee of sustained community 
transmission in any country. o | 8 
24.4. All reported cases were directly or indirectly linked to one of four 
v countries: Saudi Arabia, Qatar, Jordan, and the United Arab 
Emirates. . 
24.5. Cluster of cases occurred among close contacts or in healthcare 
settings provide clear evidence of human-to-human transmission of 
MERS-CoV possibly involving different modes, such as droplet, 
airborne and contact transmission. 


e Definition n 
" ET ] Suspected Case ( patient who should be tested for Minasa 


I A person with fever and community-acquired pneumonia or 
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hased clinical or radiological 


Il. A hospitalized patient with healthcare associated pneumonia 
based on clinical and radiological evidence. 


OR 


HI.  Aperson with 1) acute febrile (238?C) illness, AND 2) 
body aches, headache, diarrhea, or nausea/vomiting, with 


or without 


respiratory symptoms, AND 3) unexplained 


leucopenia (WBC<3.5x109/L) and thrombocytopenia 


(platelets< 
OR 


150x109/L). 


IV. A person (including health care workers) who had protected or 
unprotected exposure to à confirmed or probable case of MERS- 
CoV infection and who presents with upper or lower respiratory 
illness within 2 weeks after exposure. 


5.52. Probable Case 


2.5.2.1. Probable case is a patient in category | and [I above with 


absent or 


inclusive laboratory results for MERS-CoV and other 


possible pathogens who is a close contact of a laboratory- 


confirmed 


MERS-CoV case or who works in a hospital where 


MERS-CoV cases are cared for. 


2.5.3. Confirmed Case 


7.5.3.1. A person with laboratory confirmation of infection with 
novel corona virus. 


3.0. POLICY: 
3.]. Healthcare facilities shall 


be having clear preparedness for any 


suspected/confirm case of MERS-COV including these following: 
3.1.1. Review procedures for rapidly implementing appropriate isolation 
and infection practices for potential MERS-CoV patients. 


3.1.2. Review policie 
restrictions for € 


s and procedures for screening and work 
xposed or ill HCW including ensuring that HCW 


have ready access/ including via telephone to medical 
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3. I. 4. 


3.1.9. 


3.1.10. 


3.1.11. 





. Review plans for implementation o 


. Develop plans for visitor restriction if MERS- 
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consultations. 


. Review plans for implementation for laboratory submission of 


specimens for MERS-CoV testing. 


f surge capacity procedures 
and crisis standards of care. 


CoV is circulating 
in the community. 


Ensure that specific persons have been designated within the 
facility who are responsible for communication with public health 
official and dissemination of information to other HCW at the 
facility. 

Confirm the public health department contact for reporting 
MERS-CoV cases and confirm reporting requirements. 

Assure ability to implement triage activities based on public 
health guidance including at the facility and using remote (1.e .. 
phone, internet based) methods. Ensure the negative pressure 
airborne infection isolation rooms are functioning correctly and 
are appropriately monitored for airflow and exhaust 
handling. | 

Ensure that HCW who will provide patient care have been 
medically cleared, fit-tested and trained for respirator 
use. . . . 

Provide education and refresher training 1n the next six weeks to 
HCW regarding MERS-CoV diagnosis, how to obtain specimen 
testing, appropriate PPE use, triage procedures including ane 
placement, HCW sick leave policies, and how and whom MER - 
CoV cases should be reported, procedures to take dna 
unprotective exposures (1.6., not l € 
recommended PPE) to suspected MERS-CoV patients à 
Ge availability of personal protective equipment (PPE) "" 
other infection control supplies (€-8-» hand hygiene supplies) t ` 
would used for both healthcare personnel (HCW) protection an 
source control for infection patients (facemask on the patient). 
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3.1.12. Have contingency plans if the demand for PPE or other supplies 
exceeds 
3.1.13. Assess effectiveness of environmental cleaning procedures; 
provide education or refresher training for nursing and 
housckeeping staff. 
3.2. Managing of suspected/confirm case of MERS-CoV visiting ER: 

3.2.1. ER triage staff and coordination office shall be trained on MERS- 
CoV case definition. 

3.22. The Staff nurse assign in screening room will assess the patient 
about cause of visiting to ER and will inform treating physician. 

3.2.3. After assessment by treating physician, if the patient having 
criteria according to CD I, II, III and IV, the suspected will be 
referring directly in Isolation Room ER. 

3.2.4. The staff nurse assign for the case is responsible to isolate the 
patient, give education for patient and visitor about cough etiquette 
and wear mask, and inform the Infection Control Department and 
Public Health. 

3.2.5. Restrict patient's movement. 

3.2.6. Make sure the isolation sign and PPE in place. | 

3.2.7. Get the contact number of family and inform Public Health. 

3.3. Managing of suspected case refer to other hospital: 

3.3.1. Patient will be admitting in isolation room. E 

3.3.2. Others patient with other diseases, complications and pregnant 
woman will be referred to Abu Arish General Hospital after 

3.3.3. erin uausponing patient to AAGH, make sure that the patient 
wear surgical mask. 


3.4. Admission Criteria 


3.4.1. Not all suspected MERS-CoV patients should be admitted to 
healthcare facilities. | | | 
3.4.2. Patients suspected to have MERS-CoV infection who have 
_ shortness of breath, hypoxemia, and/or clinical or radiological 
evidence of pneumonia should be hospitalized. . 
3.4.3. Patients with suspected MERS-CoV who have no shortness of 
breath, hypoxemia, Or evidence of pneumonia may be cared for and 
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isolated in their home. 


3.5. General infection prevention and control precau 
3.5.1. Standard Precautions — à cornerstone 
care and reducing the risk of 

applied in all health-care 


the following: 


tions 

for providing safe health 
further infection should always be 
setting for all patients. It includes 


3.5.1.1. Hand Hygiene 


ANN 


Stee 


35.11.23: 
3.5.1.1.4. 


3.5.2. Use of PPE to 
fluids, secretions 
skin. 


3.5.2.1. It. should be guided by 


HCWs should apply 
hygiene". 

HH includes either washing hands with anti- 
septic soap and water or alcohol-based 
waterless hand sanitizer. 

Washed hands when they are visibly soiled. 
The use of gloves does not eliminate the need 
for hand hygiene. HH is necessary after taking 


off gloves and other personal protective 
equipment (PP E) 


“5 Moments for hand 


avoid direct contact with patients’ blood, body 
(including respiratory secretions) 


and non-intact 


4 risk assessment concerning 


anticipated contact with blood, body fluids, secretions and 
non-intact skin for routine patient care. 
3.5.2.2. When the procedures include a risk of splash to the face 


and /or body, 


PPE should include the use of facial 


protection by means of either a medical mask and eye- 
visor or goggles, or a face shield; and a gown and clean 


gloves. 


3.5.2.3 Respiratory Hygiene and Cough Etiquette 
3.5.2.4. To prevent the transmission of all the respiratory 


infections in healthcare settings, 


including MERS-CoV 


and Influenza, the following infection control measures 
should be implemented at the first point of contact with a 
potentially infected person. They should be incorporated 
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into infection control practices as one component of 
Standard Precautions. 
3.5.3. Visual Alerts 


3.5.3.1. Post visual alerts at the entrance to outpatient facilities( 
c.g. emergency rooms and clinics) instructing patients 
and person who accompany them (e.g.. family. friends) to 
inform healthcare personnel of symptoms of acute 
respiratory illness ( including fever with cough, sore 
throat, rhinorrhea, sneezing, shortness of breath, and/or 
wheezing ) when they first register for care and to practice 
the following Respiratory Hygiene/Cough Etiquette. 

3.5.3.2. Cover your mouth and nose with a tissue when coughing 
or sneezing 

3.5.3.3. Dispose of the tissue in the nearest waste receptacle right 
after use 

3.5.3.4. Perform hand hygiene (e.g.. hand washing with non- 
antimicrobial soap and water, alcohol-based hand 
sanitizer, or anti-septic hand wash) after having contact 
with respiratory secretions and contaminated 


objects/materials. 

3.5.3.5.Masking and Separation of Persons with Respiratory 
Symptoms. 

3.5.3.6.Offer regular (medical) masks to persons who are 
coughing. Regular 


(medical) masks may be used to contain respiratory 
secretions (N-95 masks are not necessary or this purpose). 

3.5.3.7. When space and chair availability permit, encourage 
coughing persons to sit at least 1 meter away from others 
in common waiting areas for patients and visitors. 

3.5.3.8. Should ensure the availability of materials for adhering to 
respiratory [Cough Etiquette in waiting areas for patients 
and visitors. 

3.5.3.9. Provide tissue and no-touch receptacles for used tissue 
disposal. 
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3.5.3.10. Provide conveniently located dispensers of 
alcohol-based hand sanitizer. 
Skk Sinks must be available. ensure that the supplies 
for hand washing (ie. antiseptic soap and disposable 
towels) are consistently available. 
dech 14. Prevention of overcrowding in waiting and clinical 
areas is essential to prevent cross contamination. 
SKS Environmental ventilation in all areas within the 
health-care facility. 
3:943. 14. Environmental cleaning. 
3.5. 3.15. Prevention of needle-stick injury. 
3.5.3.16. Safe waste management. 
3.6. Triage for rapid identification of patients with Acute Respiratory Illness 


(ARI 
e Clinical triage should be used early identification of all patients 
with ARI in the Emergency Rooms and the Clinics. 
3.6.2. Rapid identification of patients with ARI and patients suspected of 
MERS-CoV infection is key to prevent healthcare associated 


transmission of MERS-CoV or other respiratory 
etiquette for source control should be promptly 
applied. 


3.6.3. Identified ARI patients should be asked to wear a medical mask. 
They should be evaluated immediately in an area separate from the 
other patients. Infection control and prevention precautions should 
be promptly implemented. 

3.6.4. If ARI patients cannot be evaluated immediately, they should wait 

in a waiting area dedicated for the ARI patients with spatial 

separation of at least ] meter between each ARI patient and others. 

3.6.5. Clinical and epidemiological aspects of the cases should be 
evaluated as soon as possible and the investigation should be 
complemented by laboratory evaluation. 

3.7. Infection prevention and control when caring patients with suspected, 

probable, or confirmed MERS-CoV infection 
3.7.1. Standard, contact, and airborne infection isolation (All) are 
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recommended for management of hospitalized patients. 
Recommendations are consistent with those recommended for 
coronavirus that caused Severe Acute Respiratory Syndrome 
(SARS). As information becomes available, these 
recommendations will be re-evaluated and updated as needed and 
the following considerations: 


3.7.2.1. High rate of morbidity and mortality among infected 
patients. 
3.7.2.2. Evidence of human-to-human transmission. 
3.7.2.3.Poorly characterized clinical signs and symptoms. 
3.7.2.4.Unknown modes of transmission of MERS-CoV. 
3.7.2.5. Lack of vaccine and chemoprophylaxis. 
3.7.2.6. Many patients required intubation, an aerosol generating 
procedure that requires airborne precautions 
3.8. Home care for patients with MERS-Cov infection 
3.8.1. Symptomatic cases of suspected, probable or confirmed cases are 
better managed in a healthcare setting. If this is not possible for any 
reason is not possible for any reason, alternative settings for 
healthcare provision may need to be considered. The same 
principle of care in the home environment applies to symptomatic 
patients not requiring or no longer requiring hospitalization. The 
patients and the household members should educated on personal 
hygiene and basic infection prevention and control measures. 
3.8.2. Limit contact with the ill person as much as possible. 
3.8.3. Ensure that anyone who is at increased risk of severe disease does 
not care for the ill person or come into close contact with the 
ill person. 
3.84. Perform hand hygiene following all contact with the ill person or 
his/her immediate environment. 
3.8.5. Respiratory hygiene should be practiced by all, especially the ill 
person. 
3.8.6. Discard materials used to cover mouth or nose after use. 
3.8.7. The caregiver should wear a medical mask fitted tightly to the face 
when the same room with the ill person. 
3.8.8. Clean frequently touched surfaces such as bedside tables, bed 
frame, and other bedroom furniture daily with regular 
household cleaners or diluted bleach solution (1 Part bleach to 
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99 parts water). Clean bathroom and toilet surfaces daily with 
regular household cleaners or diluted bleach solution (1 part bleach 
to 9 parts water). 

3.8.9. The symptomatic person should remain at home until satisfactory 
resolution of the symptoms. The decision to remove the ill person 
from home observation should be made based on either clinical or 
laboratory findings or both. 

3.8.10. All household members should be considered contacts and their 
health should be monitored as described below. 

3.8.11. For details, consult the WHO Rapid advice note on home care 
for patients with Middle East Respiratory Syndrome Coronavirus 
(MERS-CoV) infection presenting with mild symptoms and 
management of contacts. 

3.9. Medical Waste Management 

3.9.1. No special precautions are recommended; routine practices are 
sufficient. 

3.10. Cleaning, Disinfection, and/or Sterilization of patient-care equipment and 
linen 

3.10.1. If possible, use either disposable equipment or dedicated 
equipment( e.g. stethoscope, blood pressure cuffs, and 
thermometers). If equipment needs to be shared among the 
patients, cleaned and disinfect it between each patient use. 

3.10.2. Reusable non-critical equipment ( e.g. blood pressure cuffs, 
stethoscopes, pulse oximeter , commodes, bedpans, walkers, 
etc.) should be dedicated to use of the patient, and should be 
cleaned and disinfected before reuse with another patient. Single- 
use devices should be discarded in a hands-free waste receptacle 
after use. 0. 

3.10.3. Ensure that cleaning, disinfection and/or sterilization procedures 
are followed consistently and correctly. 

3.10.4. Manage laundry, food service utensils in accordance with routine 
procedures. 

3.11. Cleaning and disinfection of the environment u l 

3.11.1. Hospital-grade cleaning and disinfecting agents are sufficient for 
environmental cleaning agents are sufficient for environmental 
cleaning for the MERS-CoV virus. All horizontal and 
frequently touched surfaces should be cleaned at least 
twice daily and when soiled. 

3.11.2. The healthcare organization’s terminal cleaning protocol for 
cleaning of the patient’s room following discharge, transfer, or 
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discontinuation of contact and droplet precautions should 
be followed. 

3.11.3. Housekeeping staff to wear protective equipment as indicated 
above and must be trained and made aware on the need of 
additional precautions. 

3.11.4. Isolation areas should be cleaned after the rest of the ward arcas 
and cleaning equipment should be disinfected after use. 

Collection and handling of laboratory specimens 

3.12.1. All specimens should be regarded as potentially infectious, and 
HCWs who collect or transport clinical specimens should adhere 
strictly to Standard Precautions to minimize the possibility of 
exposure to pathogens. 

3.12.2. Ensure that HCWs who collect specimens wear appropriate PPE 
(gloves, gowns, particulate respirator, and eye protection). The 
specimen collection should be done in a well-ventilated single 
room. 

3.12.3. Ensure that personnel who transport specimens are trained in safe 
handling practices and spill decontamination procedures. 

3.12.4. Place specimens for transport in leak-proof specimens bags 
(secondary container) that have a separate sealable pocket 
for the specimen (i.e. plastic biohazard specimen bag). 
with the patient's label on the specimen container 
(primary container), and a clearly written request form. 

3.12.5. Ensure the health-care facility laboratories adhere to appropriate 
bio-safety practices and transport requirements according to 
the type of organism being handled. 

3.12.6. Notify the laboratory as soon as possible that the specimen is being 
transported. 

3.13, Managing bodies in Mortuary 

3.13.1. Deceased bodies may pose a potential infectious to those who 
handle them, either family members or body washers. Apply 
the following precautions: 

11b. Place the body in appropriate size body bag. 

3.13.1, 4. Body washing should be performed at the hospital 
morgue. 

3.13.1.3. Morgue staft should apply hand hygiene, gloves, 
particulate mask (e.g N95 mask), water resistant gown, 
and boots/shoe cover. 

3.13.1.4. If family members wish to the same precautions 
above. 
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3.1 3.1.3. Ensure that the body bags (which are plastic) are 
appropriately disposed of when the body is removed. 


4.0. RESPONSIBILITY: 


4.1. It is the responsibility of the staff to comply in the proper management of suspected 
or confirmed cases of MERS-CoV. 


5.0. PROCEDURE: 


5.1. Key Components of Standard, Contact, and Airborne Precautions 
Recommended for prevention of MERS-CoV in Hospital 

















Patient 
placement 


= Airborne Infection 


patient should be transferred as 
Isolation Room (AIIR) 


soon as is feasible to a facility 
where an AIIR is available. Pending 
transfer, place a facemask on the 


single-patient room with the door 
closed. The patient should not be 
placed in any roomwhere room 
exhaust is recirculated without 
high-efficiency particulate air 
(HEPA) filtration. 


= Once in an AIR, the patient's 
facemask may be removed. 

a When outside of the AIIR, patients 
should wear a facemask to contain 
secretions. 

e Limit transport and movement of the 
patient outside of the AIIR to 
medically-essential purposes. 

= Implement ` staffing policies — to 

minimize the number of personnel that 

must enter the patient's room. 

After a potentially infectious patient 

leaves a room, unprotected 
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Use a combination of 
measures to reduce 
exposures from aerosol- 
generating procedures 
when performed on 
MERS-CoV patients. 

= Limiting the number of 
HCP present during the 
procedure to only those 
essential for patient care 
and support. 

e Conduct the procedures in 

a private room and ideally 

in an AIR when feasible. 

Room doors should be 

kept closed except when 

entering OF leaving the 
room, and entry and exit 








should ` be minimized 
during and shortly after the 
procedure. 


» HCP should adhere to PPE 
precautions in this interim 
guidance (ie. gloves, a 
gown, and either a face 
shield that fully covers the 
front and sides of the face 
or goggles, and respiratory 
protection that is at least as 
protective as à fit-tested 

N95 filtering facepiece 
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individuals, including HCP, should not | 
be allowed in the room until sufficient | 
time has elapsed for enough air 
changes to remove potentially 
infectious particles. More information 
on clearance rates under differing 
ventilation conditions e available | 
www.cdc. gov/mmwr/preview/mmwrht | 
ml/rr5417al.htm ze cid-rr541 7al etit | 





abl. 


Although there are limited data 
available to definitively define a list of 
aerosol generating procedures, 
procedures that are usually included 
are those planned ahead of time, such 
as bronchoscopy, sputum induction, 
elective intubation and extubation; and 
some procedures that often occur in 
unplanned, emergent settings and can 


be life-saving, such as 
cardiopulmonary resuscitation, 
emergent intubation, and open 


suctioning of airways. 

Once the patient vacates a room where 
aerosol generating procedures were 
conducted, unprotected individuals, 
including HCP, should not be allowed 
in that room until sufficient time has 
elapsed for enough air changes to 
remove potentially infectious particles. 
More information on clearance rates 


under differing ventilation conditions 
IS available 
www.cdc. gov/mmwr/preview/mmwrht 

ml/rr5417al.htm ?s cid-rr5417a I eft 


abl. 
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respirator [e.g.. powered 
air purifying or 
elastomeric respirator 
during aerosol-generating 
procedures|). 

= Conduct ` environmental 
surface cleaning following 
procedures (see section 
below on environmental 

infection control). 
















4 Gloves 
4 Gowns 
4 Eye protection (goggles or 
face shield) 
4 Respiratory protection that 
is at least as protective as à 
fit-tested NIOSH-certified 
disposable N95 filtering 
face piece respirator or 

























greater. 
a If a respirator P 
unavailable, à facemask 


should be worn. In this 
situation respirators should 










be made available as 
quickly as possible. 
e HCP should perform 


hand hygiene frequently, 
including before and 
after all patient contact, 
contact with potentially 
infectious material, and 
before putting on and 
upon removal of PPE, 
including gloves. 

Follow standard procedures, per 
hospital policy and manufacturers’ 
instructions, for cleaning and/or 
disinfection of: 

4 Environmental 






















































surfaces 
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by HCP upon entry into patient 
rooms or care areas for any reason 
(e.g., clinical care, specimen 
collection, environmental cleaning. 
etc.). 
Upon exit from the patient room or 
care area, PPE should be removed 
and either 
o Discarded, or 
o For re-useable PPE, cleaned and 
disinfected according to the 
manufacturer’s reprocessing 
Instructions. 


o Hand hygiene should be performed 


after removal of PPE. 
Hand hygiene in healthcare settings 
can be performed by washing with 
soap and water or using alcohol-based 
hand rubs. If hands are visibly soiled, 
use soap and water, not alcohol-based 
hand rubs. 


















Use EPA-registered hospital 
disinfectants to disinfect hard non- 
porous surfaces. 
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and equipment — T * Searchable EPA website of registered | 

4$ Textiles and laundry products: | 

4& Food utensils and dish ware http://iaspub.epa.gov/apex/pesticide | 

s/f?p=PPLS:1. | 


| 
= Factors that should be considered | 

include: presence of symptoms related | 
to MERS-CoV, date symptoms | 
resolved, other conditions that would | 
require specific precautions — (e.g. | 
tuberculosis, Clostridium difficile) and | 
available laboratory information. | 

| 

| 


| 



















A1 this time, information is 
lacking to definitively 
determine a recommended 
duration for keeping 
patients ` in isolation 
precautions. 

» Duration of precautions 

should be determined on a 

case-by-case basis, in 

conjunction with local, 
state, and federal health 
authorities. 






Duration of 
Infection 
Control 
Precautions 






















HCP who care for patients 
with MERS-CoV should 
be advised to monitor and 
immediately report any 
signs or symptoms of 
acute illness to their 
supervisor or à facility 
designated person (e.g. 
occupational health 
services) for a period of 14 
days after the last known 
contact with the sick 
patient. 

» HCP who develop 
respiratory symptoms Or 
fever after an unprotected 
exposure (i.e. not wearing 
recommended PPE at the 
time of contact) to a 
patient with MERS-CoV 
should 

4 not report to work or 
immediately stop working 

4 notify their supervisor 

4 implement respiratory 


Monitoring and 
Management of 
Potentially 
Exposed 
Personnel 
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hygiene and cough | 


ctiquette 


seck prompt medical 
evaluation 


comply with work 
exclusion until they are 
deemed no longer 


infectious to others. 

For asymptomatic HCP 
who had an unprotected 
exposure (i.c. not wearing 
recommended PPE at the 
time of contact) to a 
patient with MERS-CoV 

e Consider exclusion from 
work for 14 days to 
monitor for signs and 
symptoms of respiratory 
illness and fever 

e If necessary to ensure 
adequate staffing of the 
facility the asymptomatic 
provider could be 
considered for continuing 
work if they wear a 
facemask for source 
control (i.e. limiting 


transmission from 
exposed HCP to other 
HCP or patients), 


e The facemask should be 
worn at all times while in 
the healthcare facility for 
14 days from the last 
unprotected exposure 

e HCP continuing to work 
while wearing à facemask 
should be reminded that f 
caring for patients under 
airborne precautions, to 
change the facemask to 
respiratory protection that 
is at least às rotective às 
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a fit-tested ` NIOSH- | 


certified disposable N95 | 


filtering 
respirator 


facepiece 
(without 
exhalation valve) (De, 


an 
the 


—_— ee 


HCP should not wear both 
a facemask and respirator 
at the same time.) When 
respirator use is no longer 
needed, the HCP should 


put a facemask back on 


for source control. 


training visitors. 















patient's 
care. 


for: 


respiratory 
entering 


acute 
before 


to hospital 


to the healt 


comply W 
e Facilities 


limiting 


of PP 


« Establish procedures for 
monitoring managing and 


e Limit visitors to those who 
are essential for 
wellbeing and 


a Visits should be scheduled 
and controlled to allow 


ms for 


« Screening of sympto 
i illness 


hospital and upon arrival 


s Facilities to evaluate risk 
h of the visitor 


visitor might have 


(e.g. | ; 
underlying illness putting 
them at higher risk. for 


MERS-CoV) and ability to 
ith precautions 


patient care area 
on hand hygiene, 
surfaces 


touched, and use 
E accordin 


- 
en in contact with ` 
before and 

a possible | 
other 


a Visitors who have be 
the MERS-CoV patient 
during hospitalization are 
source of MERS-CoV for 
patients, visitors, and staff. 













the 


the 


10 


rovide 
instruction, before | 
entry — into the | 
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to the curent) 
facility policy 
while in the 
patients room 

e Facilities should 
consider tracking 
(e.g., logbook) of 
all visitors who 
enter patient 
rooms 

e oVisitors should 
not be present 
during aerosol- 
generating 
procedures 

e Visitors should be 
instructed to limit 
their movement 
within the facility. 


m n— aa — 


6.0. MATERIAL/EQUIPMENT: 
6.1. MERS-CoV Notification form 


6.2. Personal Protective Equipment (PPE) 
6.3. Isolation Sign 

6.4. Disinfectants 

6.5. Medical Waste bin/container 

6.6. Dead body bag (plastic) different sizes 


7.0. REFERENCE: | m 
7.1. Ministry of Health Guidelines on MERS-CoV (2017) 
7.2. WHO website 
7.3. CDC website 
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1.0 PURPOSE: 
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ivities in the healthcare setting and in 


D-2019 surveillance act 
ns for suspected and 


1.1 Provide guidance on COVI 
dance on the infection control precautio 


the community. Provide gui 
confirmed COVID-2019 cases. 


1.2 Enhance the detection of confirmed cases/cl 
evidence of amplified or sustained human-to 
rational use of resources including laboratory testing. 

racteristics of the COVID-2019 infection 

attack rates, and modes of 


rs of COVID-2019 infection and any 


uste 
n Provide guidance for 


-human transmissio 


gical cha 


1.3 Determine clinical and epidemiolo 
risk factors, secondary 


incubation period, disease spectra, 
transmission. 
ermine risk (including geographic 


infection prevention 
nd confirmed COVID-2019 cases. 


anagement of COVID-2019 patients. 


) factors for ‘nfection with the virus. 


1.4 Det 
when 


1.5 Provide guidance on 
managing suspected a 


and control practices to be implemented 


1.6 Standardize the clinical m 


2.0 DEFINITIONS: 
h cough and/or shortness of breath) AND 


2.1 A person with acute respiratory illness (fever wit 


any of the following: 
2.1.1. A history © 
2.1.2. A close phy 
infection 


s prior to symptom onset. 


h a confirmed case of COVID-2019 


f travel to high risk area in the 14 day 
sical contact* in the past 14 days wit 
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2.2. *Close contact is defined as: 


2.2.1. Health care associated exposure, including providing direct care for COVID-2019 


patients, working with health care workers infected with COVID-2019, visiting patients or 
staying in the same close environment of a COVID-2019 patient. 
2.2.2. Working together in close proximity or sharin 
with a with COVID-2019 patient 


2.2.2.1. Traveling together with COVID-2019 patient in any kind of conveyance 


2222. Living in the same household as a COVID-2019 patient 
2.3. Confirmed 


2.3.1. Confirmed case is defined as 
COVID-2019 infection 


g the same classroom environment 


a suspected case with laboratory confirmation of 


3.0 RESPONSIBILITY: 


3.1Hospital control and leadership committee — hospital director Chairman 
3.2 Medical director / co-chairman 

5.2 Infection Control — Team 

5.3 Chief of ER Department 

3.5 Chief of Laboratory 

3.6 Directory of Nursing 

3.7 Chief of Public Health 


3.8 Chief of Medical Store 
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3.9 ISOLATION HEAD NURSE 


3.10 FMS director 


4.0 POLICY: 


4.1 Triage of Suspected Case COVID-2019 or MERS-CoV. 


4.1.1 The patient will be given surgical mask, hand hygiene and placed in Respiratory cases 
WAITING EREA , if scores met, ISO physician will assess the patient Under droplet and contact 
precautions. 


4.1.2 If the physician advised suspects COVID-2019 infection or MERS-CoV infection, 
atient will be shifted to ISOLATION Ward. But if the ISO physician did not suspect neither 
COVID-2019 nor MERS-COV infection by our scoring systems & case definitions, patient will 


be shifted to normal ER D 
4.1.3 for vital signs Patient Assessment will be assessed by nurse and Attend physician 1n 
Isolation | | 
4.1.4 Triage staff and cleaner will do surface disinfection of high touched areas after patient 
shifted, under full supervision of nurse and documented 
4.1.5 ER doctor will inform the medical specialist to assess if the patient meets criteria for 
admission and inform Nurse Staff in ISOLATION room. | | 
4.1.6 The visual triage nurse will ask the contact patient to go to admission office and Give 
information of patient.. | | ` 
4.1.7 The Medical specialist further assesses the patient in the isolation room and advice 


f d to admit or home isolate for MERS-CoV but all suspected for COVID-2019 should be 
orwar 
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isolated and admitted for the time being until further instructions by the Infectious disease ID 
OR OUR DOCTOR BY TELEMEDICINE CONSULTION 


4.1.8 contact ID consultant for further instruction 


4.1.9 Infection Control measures must be implemented during handling patient placed in waiting 
area 


4.1.10 measure Isolation and patient transfer and admission to isolation Room. 


4.1.11 if there is more than one Pt. Cases Triage. Nurse should place those patients in 
respiratory designated waiting areas 1.3 meter 


5.0 PROCEDURE: 


5.] Early recognition and source control. 


5.1.1 Activation of respiratory triage and encourage HCWs to have a high level of clinical 
suspicion. 


5.1.2 Post signage reminding symptomatic patients to alert HCWs. 


5.1.3 Promotion of respiratory hygiene is an important preventative measure. 


5.1.4 Suspected 2019-nCoV patients should be placed in an area separate from other patients, and 
additional Infection Prevention and Control IPC (droplet and contact) precautions promptly 
implemented. 


5.2 Application of Standard Precautions for all patients 


- Standard Precautions include: 


5.2.1 Correct and consistent use of available PPE and appropriate hand hygiene. 
5.2 2. Perform hand hygiene after contact with respiratory secretions 

5.2.3 PPE effectiveness depends on adequate and regular supplies 

5.2.4 Adequate staff training and specifically appropriate human behavior. 
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`~ 5.2.5 Ensure that environmental cleaning and disinfection procedures are followed consistently and 
correctly. Thorough cleaning of environmental surfaces with water and detergent and applying 


commonly used hospital level disinfectants (such as ammonia tetria H2Pr2) is an effective and 
sufficient procedure. 


5.2.6 Manage laundry, food service utensils and medical waste in accordance with safe routine 
procedures. 


5.2.7 prevention of needle-stick or sharps injury 
5.2.8 Ensure the following respiratory hygiene measures: 
5.2.8.1 Offer a medical mask for suspected 2019-nCoV :nfection for those who can tolerate it. 


5.2.8.2 Cover nose and mouth during coughing or sneezing with tissue or flexed elbow for others. 


5.3 Implementation of empiric additional precautions. 
5.3.1 Contact and Droplet precautions for suspected 2019-nCoV infection: 


In addition to Standard Precautions, all individuals, including family members, visitors and HC Ws 


^ should apply Contact and Droplet precautions. 





5.3.] | PATIENTS SUSPECT OF COV-19 Putting patients in single room adequately 
ventilated if they are not available keep highly suspected covid-19 patents together in a shared 
room WITH A HEPAF ILTER SYSTEM OR PORTABLE DEVICES, 


ENSURE THAT 8 
V 1.3 meters distance between the bed as minimum o 
v Physical separation of at least |-meter distance should be maintained between each suspect 
patient and others. | | l | 
V keep patents together Until a single room available as soon a5 possible, or a refer patient to 


another hospital. For covid isolation as medical coordinator protocol 






5.3.1.2 19 When single rooms are nol available, cohort 
patients infection together (Place patient beds at least 1.3 m apart, when possible, cohort HC Ws to 
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EN exclusively care for cases to reduce the ri 


sk of spreading transmission due to inadvertent infection 
control breaches). 


5 5.1.3 Use a medical mask with an eye/facial protection (i.c. goggles or a face shield). 


5 5.1.4 Use gloves and a clean, non-sterile, long-sleeved fluid resistant gown. 


53.1.5 Use either single use disposable equipment or dedicated equipment (e.g. stethoscopes, 
blood pressure cuffs and thermometers). If equipment needs to be shared among patients, clean 
and disinfect between each patient use (e.g. ethyl alcohol 70%). 


5.3.1.6 Refrain from touching eyes, nose or mouth with potentially contaminated hands. 


5.3.1.7 Avoid the movement and transport of patients out of the room or area unless medically 
necessary. 


5.3.1.8 Use designated portable X-ray equipment and/or other important diagnostic equipment. 


5 5.1.9 Ensure that HCWs who are transporting patients wear appropriate PPE as described in this 
section and perform hand hygiene. 


S 5.1.10 Notify the recciving area of necessary precautions as soon as possible be 


fore the patient's 
arrival. 
55.1.11 Routinely clean and disinfect patient-contact surfaces. 


5.3.1.12 Maintain a record of all persons entering the patient’s room including all staff and visitors. 


5.4 Airborne precautions for aerosol-generating procedures for suspected 2019-nCoV infection: 


Some aerosol generating procedures have been associated with increased risk of transmission of 
coronaviruses (SARS-CoV and MERS-CoV) such as tracheal intubation, non-invasive ventilation, 
tracheotomy, cardiopulmonary resuscitation, manual ventilation before intubation and u 
bronchoscopy. HCWs performing aerosol-generating procedures should note the following: 


Scanned with CamScanner 


- 





kingdom of Saudi Arabia y" | 

Ministry of Health a t 
Jazan Health Directorate à xal ole 
AL-Harth General Hospital Unistry of Health 


DE PART MENT OF INFECTION PREVENTION AND CONTROL, 
ADMINISTRATIVE POLICY PROCEDURE 


APP 


VERSION:2 





POLICY NUMBER: ` IPP: IPC-027 | APPLIES TO: HOSPITAL WIDE 
TITLE: | Management And Handling Covid-19 Case's (IPC Recommendation 
According to MOH Update) 


APPROVAL DATE: 






|JUL302021 | EFFECTIVE DATE: AUG 30.2021 
DUE FOR REVIEW: | NUMBER OF PAGES:7 of 11 


K TE 
| JUL 30,2023 





—— — — — 





5.4.1 Use a fit tested particulate respirator (certified N95) 


5.4.2 Always perform the seal-check when putting on a disposable particulate respirator (certified 
N95), always perform the seal-check. 


5.4.3 HCW that all available types of (N95) are not fit to him should be avoided from aerosol- 
generating procedures or use PAPR. 


5.4.4 Facial hair (beard) prevents proper respirator fit; either avoid aerosol-generating procedures 
or use PAPR. 


5.4.5 Use eye protection (1.e. goggles or a face shield) 


5.4.6 Clean, non-sterile, long-sleeved gown and gloves, if gowns are not fluid resistant, use a 
waterproof apron for procedures with expected high fluid volumes that might penetrate the gown 


5.4.7 Perform procedures in negative pressure rooms with at least 12 air changes per hour (ACH) 
and controlled direction of air flow when using mechanical ventilation 


5.4.8 Limit the number of persons present in the room to the absolute minimum required for the 
patient's care and support 


5.5 Administrative controls 


S 5 | Establishment of sustainable IPC infrastructures and activities 


5.52 HCWs training; patients’ care givers education. 
5.5.3 Policies on early recognition of acute respiratory infection potentially due to 2019-nCoV 
5.5.4 Prevention of overcrowding especially in the emergency department 


5.5.5 Provision of dedicated waiting areas with clear signage of "Respiratory Waiting Area for 


symptomatic patients and appropriate placement of hospitalized patients promoting an adequate 
patient-to-staff ratio. 


5.5.6 Provision and use of regular supplies. 
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5.57 Monitoring of HCW compliance, along with mechanism 


5.6 Environmental and engineering controls 


5 6.1 Basic health-care facility infrastructures. 


5 6.2 Ensuring adequate environmental ventilation. 
eas within a health-care facility. 


5.6.3 Adequate environmental cleaning in all ar 
at the time of discharge or tr 
ervision by environment hea 


nfection by who staff nurse assigned to 
PC T.C FORM or CDC form 


ansfer of patients by housekeepers to 


5.6.4 Terminal room cleaning 
Ith staff or nursing supervisor 


environment and surfaces. Sup 
ment and machine disi 


5.6.5 Patient's bed , medical equip 
Is and documented in | 


the areas as terminal clean protoco 






f laboratory specimens from patients with suspected 2019-nCoV 


5.7 Collection and handling 0 
investigations should be regarded as potentially 


5.7.1 All specimens collected for laboratory 


^) infectious. 


e 


lect or transport clinical specimens should adhere rigorously to Standard 


the possibility of exposure to pathogens. 
mens use appropriate PPE (eye protection, medical 


5.7.2 HCWs who col 
Precautions to minimize 


5 1.3 Ensure that HCWs who collect speci 


mask, long-sleeved gown, gloves). 
S 7.4 The respiratory specimen should be collected under aerosol generating procedure, personnel 
should wear a particulate certified N95 respiratoro or PAPR. 


5.7.5 Ensure that all personnel who transport specimens are trained in safe handling practices and 


spill decontamination procedures. 
port in leak-proof specimen bags with the patient's name label on 


5.7.6 Place specimens for trans 
tainer), and a clearly written laboratory request form. 


the specimen container (primary con 
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5.7.8 DO NOT use pneumatic-tube systems to transport specimens. 


5.7.9 Document patient’s full name, date of birth of suspected 2019-nCoV of potential concern 


clearly on the accompanying laboratory request form. Notify the laboratory as soon as possible that 
the specimen is being transported 


5.8 LABORATORY DIAGNOSIS 
5.8.1 Specimen collection and shipment of 2019-nCoV 


All staff who will be handling the 2019-nCoV should be trained for appropriate collection, 
specimen storage, packaging and transportation. 


5.8.2 Laboratories to perform diagnostic testing: 

5.8.2.1 At the current time, samples for 2019-nCoV should be sent to Regonal asir Lab and 
5.8.3 Approach to sampling 

5.8.3.1 Any patient meets the criteria requires collection of 2 samples at the same time. 


5 83. First sample is for laboratory tests that can be performed in the hospital locally to identify 
common respiratory pathogens. 


5 8.3.3 Second sample has to be sent to the NHL for 2019-nCoV testing. 
5.8.3 Storage and Shipment of samples 


5 8 3.1 Store samples at 2-8°C and ship on ice pack to general asir lab. Samples can be stored at 2- 
8°C for <48 hours, if longer storage is needed, samples should be stored at —70 °C, If sample is 
frozen at -70°C, ship on dry ice. 


: :e via the courier, SMSA, following 
; les can be shipped to NHL free of charge via the r, l 
sanaaa e The sued asir lab provides a courier service for sample transportation 
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:) and pickup locations throughout the country for collection of samples from MOH hospitals and 
other Health care facilities. 


5.8.3.3 All specimens must be appropriately packaged and addressed to general asir lab. 
5.8.3.4 Courier services are provided 7 days a week including national holidays: 


5.8.3.5 The courier will package and transport the samples in accordance with Category B 
transportation regulations and the WHO guidance on regulations for the transport of infectious 
substances 2019-2020. 


5.9 Reporting of suspected Cases 


5 9.] The 2019-nCoV is an emerging pathogen, which is by default a category | reportable 
disease that should be immediately reported. Accordingly, all healthcare facilities are obliged to 
report immediately any suspected 20 19-nCoV case fulfilling the above case definition by calling 
1937 to report à notifiable infectious disease and through Health Electronic Surveillance Network 


(HESN) as acute respiratory illness unspecified. 
D 
6.0 FORMS & EQUIPMENTS: 
6.1 Attached 
7.0 REFERENCES: 
id-19 ) Infection Guidelines V1.3 


7.1 Novel Corona Virus (COV 


7.2 Middle East Respiratory Syndrome Coronavirus, Guidelines for Healthcare Professionals, 


2018, v 5.1, Saudi Arabia: Ministry of Health 
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1l. PURPOSE 


l.1 To Whilst planning the resumption of elective surgical cases, 
facilities need to prioritize and ensure that stringent infection 
control policies and procedures are being implemented. These 
policies need to be monitored and reported through clinical 
governance systems. Incident reporting structures need to 
enable a rapid response mechanism to ensure adherence and 
compliance. These recommendations should be read with the 
SCDC elective surgical services guidelines 


a DEFINITION 
2.1 NIL 


3. RESPONSIBILITIES 
3.1 All HCWs 


4. PROCEDURE 
4,1 preoperative evaluation: | 
41.1 If patients are fit for surgery. the evaluation for risk and 
symptoms related to COVID-19 will be conducted with 
confirmatory tests if symptoms are prevalent 
4.1.2 The surgery should be deferred for any patients attended 
with fever OT respiratory symptoms and further evaluation 
can be conducted for COVID-19 | 
41.3 These Infection control precautions and recommendation 
are focus on patients, staff, facility and Surgery i 
4.1.3.1 For Patients : 
e Patient must be evaluated for covid-19 before 
surgery using Preoperative COVID-19 
checklists for elective surgery form twice: 


° first — time during the preoperative 

evaluation (at 24-72 hours before the 
surgery). 

° Second time in the day of surgery (oT day 


prior, surgeon s discretion). 
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e On the day of surgery, patient will fill again the 
covid-19 questionnaire during the 
preoperative evaluation. if no — concern, 
patient will go for surgery, otherwise he will 

"v . be directed to the related specialty for 
-À further workup 

e No accompanying family member should be 
permitted. If the patient has limited mobility 
or disabilities requiring help then one family 
member/care giver can be permitted. This 
should be confirmed prior to the admission 
date. 

e Must wear surgical mask on the day of surgery 

e Must reassess for symptoms of COVID-19 

4.1.3.2 For Staff: 

e Adherence to WHO five moments and COVID-19 
specific recommendation for hand hygiene 

e Staff should keep social distancing (minimum 1.5 
m distance when possible) and use personal 
protective equipment (gloves, gown, 
surgical mask, and goggles). 

e Intubation should be performed with only the 
necessary staff in the operating room, and 
staff must wear N95 masks(fitted) and eye 
protection. 

e Delays between room re-entrance by necessary 
staff and between cases. 

e Minimize staffing as much as possible. 

e Follow the recommendation regarding the test 
after exposure according to the updated 
(Management of Healthcare Workers 
Exposed to COVID-19 guidelines). 

e Staff should be trained in protecting themselves 
and patients 

4.1.3.3 For Facilities: 
e Immediate cleaning and disinfection of contact 


C 
A 
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— Agen geg 


surfaces after each procedure. 


e Operating/procedural rooms must meet 
engineering and facility standards for air 
exchanges. 


e Protocols or flow charts for managing and 


dl isolating patients and staff suspected of or 


confirmed to have COVID-19 infection 
4 Before, During and After Surgery : 
4.2.1 Pre-operative : 

42.1.1 Patient must be evaluated for covid-19 before 
surgery using Preoperative COVID-19 (Mentioned 
above). 

42.1.2 Surgical durations should be kept short. 

42.1.5 Limited number of operations per operation room 
block. 

421.4 Disinfect the operating room strictly between cases 
with the MOH approved disinfectant, and 
document cleaning between cases. 

42.1.5 Health Care Workers who are under training ot 
attending OR for training purpose such as interns 
or medical students are not recommended to attend 
the OR 

42.2 During operation : 

422.1 Health staff must wear N95 for all aerosol 
generating procedures (AGP's) even if the patients 
were asymptomatic and COVID-19 test were 
negative. 

4222 Minimize the amount of equipment, supplies and 
personnel in the room to the most needed. 

422.3 When the patient is inside the operating room 
minimize traffic into and out of the room; only 
open the door, if necessary and the theatre door 
should be closed with warning sign outside the 
door to notify other OR staff with "no entry 
without permission". 


4224 During intubating or extubating a patient allow 
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only the in-charge anesthesiologist and two 
assistant nurses at max 
4.2.3 Post-operative : 


4.2.3.1 Allow the patient to recover in the Theatre Room. 

4.2.3.2 Thoroughly clean and decontaminate all surfaces, 
screens, keyboard, cables, monitors, and anesthesia 
machine according to the manufacturer 
recommendation. 

4.2.3.3 Attending OR staff should remove all PPE inside 
the theatre except the respirator or surgical mask 
removed outside then hand hygiene is essential. 

4.2.3.4 Discard all unused items on the drug tray and 
airway trolley after each patient. 

42.3.5 Apply terminal cleaning and disinfection of the 
operating theater according to the housekeeping 
policy of the hospital. 

4.2.3.6 


It is recommended to use a H202 fumigation 


machine or UV germicidal irradiation equipment 
in the last of day 
5. FORM/ EQUIPMENT 


5.1 Patient Assessment For Elective Surgery form 
5.2 Preoperative COVID-19 checklists for Elective Surgery form 


6. ATTACHMENT 
6.1 Elective Surgery during COVID-19 Pandemic flow chart 


7. | REFERENCES | 
7.1 Infection Control Precautions 


and Recommendations for 
Elective Surgeries JULY, 2020--- 
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Form 1: Preoperative COVID-19 checklists for Elective Surgery 


Date: 


Name: e i 
e IDH: Hospital: 


BUE MN E 








——— 








— — 







Circle t i ' 
he number reflecting the patient's condition (exposure and clinical picture) and calculate the final score: 


A. Exposure Risks 






Close physical contact with suspected case* of COVID-19 in the 


past 14 days. 

















Close physical contact with a confirmed case* of COVID-19 in the 


past 14 days. e 
Working or visiting a healthcare facility. 


Kë: eg D 
ry (ticos 
vi 2 


1. Fever or resent history of fever. 

























. Cough (new or worsening). 10 
- Shortness of breath (new or worsening). 10 

` Nausea, vomiting, and/or diarrhea. 5 
5. Positive lab result of COVID-19 within 2 weeks 10 
5 


. Positive lab result of COVID-19 more than 2 weeks 











Total Score 





* patient OT household 


MEE — E 


Staff name: M o RON | 









mber: | —————— 


Note: 


The patient must be evaluated twice: 


(a) with preoperative assessment. 
(b) Day of surgery (or day prior, surgeon's discretion) 


IC Precautions and Recommendations for Elective Surgeries 
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l. PURPOSE 
1.1 To rendered care and provide treatment to all healthcare workers (HC Ws) that are 


at risk of exposure to an environment in which the potential of an unknown 
infection hazard always exists. 


e. 1 >» 2 LI > ge `i " ! 
|.2 To ensure the well-being of all healthcare workers in the hospital and protect 
patients from contracting communicable infections from the healthcare workers. 


2. DEFINITION 
2.1 Health Care Worker (HCW) — All paid and unpaid persons working in health-care 
settings who have the potential for exposure to patients and/or to infectious materials, 
including body substances, contaminated medical supplies and equipment, contaminated 
environmental surfaces, or contaminated air. 


3. POLICY 
3.1 Each healthcare facility must establish an employee health care program to ensure the 
wellbeing and safety of all workers in the institution and protect patients from 
contracting communicable infections from the healthcare workers. 


4. PROCEDURE 
4] Administrative procedures 

4.1.1 The employee health program is supervised by the occupational health 
directorate with cooperative with infection prevention and control department 
and administratively under the medical director of the hospital . 

4.1.2 During off-duty hours, weekends and national holidays, the emergency medical 
services department will be responsible for employee health matters that need 
urgent attention (e.g. post-exposure management of sharps and needle stick 
injuries, evaluating and treating work related injuries). 

42 Scope of service 

42.1 The employee health program will perform the following duties through 
Employee Health Clinic (EHC): 
4.2.1.1 Record keeping. 

42.12 Medical and Occupational history. 
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42.1.3 Pre-employment screening. 
42.14 Periodic medical examinations (and follow-up ex 
E) appropriate). 
42.1.5 Vaccination according to most recen 
standards. 
42.1.6 Management of needle stick injuries and body fluids exposures. 
4.2.1.7 Post exposure prophylaxis, follow up and treatment in cases of incidents. 


42.1.8 Management of work-related injuries and occupational illnesses, and 
referral as needed. 


4.2.1.9 Applying work restriction rules according to international references. 
42.1.10Training. 


4.2.1.1] Occupational health risk management. 


4.2.1.12Investigation or participation in the investigation of occupational 
incidents. 


42.1.13Treatment. 
43 Pre-employment screening 
4.3.1 It has two major functions: 
45.1.1 Determination of an individual's fitness for duty, including the ability to 
work while wearing protective equipment. 
^) 45.12 Provision of baseline data for comparison with future medical data These 

functions are discussed below. 

4.32. Please refer to appendix table IPC-29-01 Required Pre- 


new hires and volunteers. 
44 Vaccination 


aminations when 


t and updated international 


employment tests for all 


4.4.1 Vaccination programs are therefo 
for HCW. 


4.42. Please refer to appendix table [PC-29-02 Applying pre-employment immunizations 
as recommended by CDC and GCC manual 2009 recommended immunizations. 
4.5 Training 


re an essential part of infection prevention and control 


4.5.1 A periodic regular training program for all HCWs (old and new-hire) should be 
executed actively including: 


4.5.1.1 Training of HCWs in proper infection control practices. 
4.5.1.2 All HCWs should receive training on standard precautions. 
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4.5.1.3 Personal protective equipment, indications and proper usage. 
4.5.1.4 Continuous training, at least every 6 months should be conducted to 
continually reinforce proper infection control practices and to inform 
practitioners of any new infection control procedures and safety devices. 
4.5.2 The employee health program will initiate and maintain a program to monitor, 
manage and prevent occupational injuries related to sharp and needle-stick i injuries, 
blood and body fluid exposure incidents, and their follow up. 
4.6 Work Restrictions For Heath Care Personnel 
4.6.1 Please refer to appendix table IPC-29-03 Summary of suggested work restrictions 
for health care personnel exposed to or infected with infectious diseases of 
importance in health care settings, (modified from ACIP recommendations) 
GCC manual 2013. 
4.7 The Pregnant Healthcare Worker: 
4.7.1 Please refer to appendix table IPC-29-04 Pregnant healthcare w orkers exposed to 
infections Disease-causing agents that have reproductive hazards for women in the 
workplace (Quoted from GCC, 2013). 


5. REFERENCES 
5.] Employee Health Program Policy 2018-MOH 


6. APPROVAL 
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Iae TAE FOR HEATH CARE PERSONNEL EXPOSED TO 
OR INFECTED WITH AN INFECTIOUS DISEASE OF IMPORTANCE IN HEALTHCARE SETTINGS 
(MODIFIED FROM ACIP RECOMMENDATIONS) 


| DISFASE/PROBLEM ` V ~ f 

e WA NORK R ! r 

EEN a DE ' ESTRICTION | DURATION CATEGORY 

| | Restrict from patent contact and Until discharge ceases | $ 
| contact with the patients’ 


environment 


— ee aÜ| — BÓ ———— nm 






























j.. Cytomegalovirus infection | No restriction | a 
| Diarrhea! diseases Le 3 ) ) | i 
| Acute stage (diarrhea Restri | 
| strict from patient contact, | Until symptoms resolve in 
| with other symptoms) contact with the patients' 
| environment, or food handling Until symptoms resolve, 
, Convalescent stage Restrict from care of high-risk consult with employee health 
| (Salmonella spp.) patients, such as 
| immunocompromised patients 
| | IB 
| Diphtheria Exclude from duty Until antimicrobial therapy 1$ 0 | 1B 
completed and 2 cultures 
obtained »24 hours apart 
| are negative 
. Enteroviral infections Restrict from care of infants, Until symptoms resolve i | mr 
| neonates, and | 
| immunocompromised | 
| patients and their environments | 
| i 
| Hepatitis A Restrict from patient contact, Until 7 days after the onset | IB 
| contactwith the patients of jaundice 
| environment, and food handling 
| Hepatitis B Refer to specific MOH | 
| recommendation in | | 
| Management of Occupational | 
Exposure to HBV, HCV, and HIV | 
policy | 
| Hepatitis C Refer to specific MOH | Unresolved 
recommendation in IPP | issue 


Monagement of Occupational 
Exposure to HBV, HCV, and HIV 
: | 


' Herpes simplex | 


| Genital No restriction 
lA 


Restrict from patient contact and Until lesions heal 





. Hands (herpetic whitlow) | | 
| contact with the patients 
| environment 

| 
| Orofacial Evaluate for need to restrict from | Consult with Employee H | 
care of high-risk patients Health | | 
| Wr Pn 
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Mumps 








Measles 


Active 


Post-exposure 
(susceptible personne!) 


Meningococcal 


| meningitis 





Active 


Post-exposure 
(susceptible personnel) 


Pediculosis 


Pertussis 
Active 
Post-exposure 


(asymptomatic 
personnel) 


Post-exposure 
(symptomatic 
personnel) 


Rubella 


| Active 


Post-exposure 
(susceptible personnel) 


Scabies 
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$ 
|| 


———— — —— 


Exclude from duty 


Exclude from duty 


— — 


GExclude from duty. 


Exclude from duty 


Exclude from duty 


Restrict from patient contact 








Exclude from duty 







No restriction, prophylaxis 
recommended; refer to policy 
Management of Airborne and 
Droplet Infectious Disease 
Exposure in Healthcare Workers 
(Chicken pox, Measles, Rubella, 
Mumps, MTB, N. meningitis, 
Pertussis) 









Exclude from duty 


Exclude from duty 


£xclude from duty 


Restrict from patient contact 





— e - - - - gem —— ep = 
Until 24 hours after the start 













Until 7 days after the rash 
appears 


From the 5th day after the Lat 
exposure through the 215! 
day after the last exposure 
and/or 7 days after rash 
appears 





| 


of antibiotic therapy 


—À ae oo —À 


Until 9 days after the onset 
of parotitis 


From the 12th day after the 
1st exposure through the 26th 
day after the last exposure 

or until 9 days after the 

onset of parotitis 

Until treated and observed 

to be free of adult and 


immature lice EE 


From the beginning of 
catarrhal stage through the 
3rd week after onset of 
paroxysms or until 5 days 
after start of effective 
antimicrobial therapy 


Until 5 days after the start of 
effective antimicrobial 
therapy 


Until 5 days after rash Appears 


From the 7th day after the 1st 
exposure through the 21st 

day after the last exposure 
and/or 5 days after rash appears 


Until cleared by medical evaluation 


——— 9 e 


In 


IA 
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taphylococcus aureus E neas BEER — 7 
| Infection 
| Restrict from contact with Until lesions have resolved I8 
| Active, draining skin patients, the patients' 
| Lesions environment, and food handling | 
| No restriction, unless personnel IB 
| Carrier state are epidemiologically linked to 
| transmission of the organism 
| 
| Streptococcal group A Restrict from patient care, contact | Until 24 hours after IB | 
| infection with patients' environment, or adequate antimicrobial therapy | 
L food handling 
| Tuberculosis | 
| D D * | 
| Active disease Exclude from duty Until proven noninfectious IA | 
| by physician 
| IA 
, Latent TB infection No restriction Treatment for latent T8 | 
| infection | 
| — 
| Varicella | 
| Exclude from duty Until all lesions are dry and IA 
| Active crusted over 
| Post-exposure Exclude from duty From the piani pis me 
i 1st exposure through the 21st 
ible personnel | 
| ame, P day (28th day if VZIG given) IA 
| after the last exposure 
| 
| nidi Until all lesions are dry and I 
| Localized, in a healthy Cover lesions; restrict from care of | crusted over 
' ) 
high-risk patients + | 
| — s Until all lesions are dry and 
: $ I8 ) 
| Generalized or localized in Restrict from patient contact crusted over 
an immunosuppressed 
| person 
he IA 
ict from patient contact From the 10th day after t 
| Tee HTH Besse? R 1st exposure through the 21st 
| (susceptible personnel) day (28th day if VZIG given) 
| after the last exposure or, if | 
| varicella occurs, until all | 
| lesions are dry and crusted 
| over 
| EE GE MEN 
| Viral respiratory —" T Consider excluding from the care Until acute symptoms 18 


i i | 
infections, acute febrile of high-risk patients ++ or from resolve 
| contact with their environment 
| during community outbreaks of 
| RSV and influenza 


j 
pM 
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4 Those Susceptible to vaticrila and Stitt 


rr 


i(mmunocompromised pereons of pr y eee 
** High-risk patients as defined by the ACIP for comprare 


Are St ^tt en eh sf o 


"1 due to tf wena 


The system for categorizing recommendations is as follows: 


1. Category IA 


Strongly recommended for all hospitals and strongly supported by well-designed experimental or 
epidemiologic studies. 


2. Category IB 


Strongly recommended for all hospitals and reviewed as effective in the field, representing à consensus 
of hospital Infection Control Practices Advisory Committee members on the basis of strong rationale and 


suggestive evidence, although definitive scientific studies have not been performed. 


3. Category II 


Suggested for implementation in many hospitals. Recommendations may be supported by suggestive 


clinical or epidemiologic studies, a strong theoretic rationale, or definitive studies applicable to some but 


not all hospitals. 


4. No recommendation or unresolved issue 


Practices with insufficient evidence or consensus regarding efficacy exists. 
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FLOWCHART FOR SCABIES EXPOSURE 


Person identified with scabies infestation 
Notify ICP 


Confirm diagnosis 





Confirm diagnosis in source person. Does Pt 
have burrows or papular lesions in classic body 
sites and intense itching at night? May consult 

Infectious Disease Physician 













Assess if HCW is confirmed case. Did HCW have 
skin to skin contact with contaminated skin cream 
and lotions 


ICP and involved area(s) generate contact list 
of exposed HCW 


Supervisor directs exposed HCW to employee 
health 





No 


No 


L 
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Abhrevyiatianns 

HOW biealthcare Workers 
ce elef on Cintra Prate 
scabicide and restricts work until 24 hours after ft tient 


Employee health assesses HCW and prescribes 


treatment if needed initiates prophylaxis 





Complete documentation and reports as 


necessary 





FLOWCHART FOR PEDICULOSIS (LICE) EXPOSURE 


Person identified with lice infestation 
Notify ICP 


Confirm diagnosis 












May consult Infectious Disease Physician Stop 


Assess if HCW was exposed. 






Did HCW have extensive contact with hair (head) 


lice or clothing (body lice) or confirmed case? 








generate contact list 








ICP and involved area(s) 
of exposed HCW 


Supervisor directs exposed HCW to employee 
health 
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Employee health examines HCW for lice 
infestation. If not infested, teaches HCW about 
signs and symptoms. If infested, prescribes 
pediculocide and instruct formite disinfection of 
items. Restricts from work for 24 hours after 





Complete documentation and reports as 


necessary 








Abbreviations: 

HCW Healthcare Workers 

ICP Infection Control Practitioner 
Pt Patient 
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TABLE 3 
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Agent 


Cytomegalovirus 
(CMV) 


t— 


Hepatitis A (HAV) 


, 


| ‘Hepatitis B (H 





‘Hepatitis C (HCV) 





Herpes simplex 
virus (HSV) 





L 


/ uman immuno- 
seficiency virus 

(HIV) 

| 


— —— 
-——- 


= ———— — —— e 


= 


|” 
l 


>- 











In-hospitalt 
source 


Urine, blood, 
sOMmEen, vaginal 
secretions, 
IMMUNO- 
compromimaed 
or transplant 
pationts, 
dialysis, 
care 


day 





Feces most 
commonly, 
blood (rarely) 


Blood, body 
fluids, vaginal 
secretions, 

semen 





Blood, sexual 
contact 








Vesicular fluid, 
oropharyngeal 
and vaginal 
secretions 










— 


Blood, body 
fluids, vaginal 


secrotions, 
semen 


Hepatitis; 



















— - 


Potentini 
effect on fetus 


Classic 
cytomegahec 


inclusion disease 
* 594 


bk to10O*^5 


Hearing loss 


10% to 15% 


No ‘fetal 
transmission, 
transmission 


may occur atthe 


time of delivery if 
the mother is still 


in the infectious 
phase 





early onset 
hepatocellular 
carcinoma 


Hepatitis 






Sepsis. 
encephalitis, 
meningitis. 
mucocutaneous 
lesions, 
congenital 
maltormations 
(rare) 









Acquired 


disoasoao 
syndrome 
(AIOS) by 2-4 
years of age 


No congenital 
syndrome 


















—— 
-NJSM 


immunodeticiency 


TTT m WA 


Rate of 
perinatal 
transmission 


Primary infection 


25% to 50% 


Recurrent 
infection 52% 


Symptomate 
<5% to 15% 


















HB,^dg positive 
90% 
HBsAg positive 
10% 


5% (0 to 25%) 


Primary genital 
33% to 50% 










Recurrent 
genital 


1% to 2% 


viral titer 


if viral titor is 
«1000. then the 
rate is 2% 


If viral titer 


z 10.000 thon the 
rate can be up to 


25% 












"Depends on HIV 


—— 


e — —— on 


: The pregnant healtheare ent 
caltheare worker: pertinent facts to guide the management 


of occupational exposures to infectious agents 


Maternal li 
screening | 
f 
Fioutine 
screarning nat 


Antibody is not 
completely 


] 
recommended | 
I 
i 
i 
| 
| 
protective | 





Routine 
screening not 
recommended 








Routine HB sAg 
tosting is 
advised 


ee 





Anti-HCV or HCV 
RNA routine 
screening not 
recommended 


— — - 


Antibody testing 
minimally useful 


Inspection for 
genital lesions 
during labor 








Routne maternal 

acreening 
advised (HIV 

ELISA, Western 
blot) 














If exposed. then 
testing at 3, 6 
and 12 months is 
recommended 





-r o_o 





Prevention 


Efficacy of ¢ 
imimunog glaubt not 
eatablisned 


rey 


Ko vaccine avaitathle 


Standard 
Precautions 


Vaccine Im a hber 
virus vaccine and 

can safely bo used 
in pregnancy 


Contact Precautions 


phase 


HBV vaccine during 
prognancy 


Neonate 


Vacane/HBIG at 
birth 


Pracautons 


No vaccine or 


immunodglobuthn i5 
available 


Post-exposure 
trentment with 
antiviral agents 


Standard 
Precaulons 


Chemoprophylaxis 
nat A6 weeks 


decreases shedding 


Standard 
Precautons 


—ÓÀ — ————— —— 


Antretroviral } 
cnemopropnyloxis 
available for 
exposure, postnatal 
chemoprotytlaans for 
HIV -positwe 
Mothers and tei 
infants 


Standard 
Precaubon* 


— e — 5 
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durech the acute | 
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| 
| 
| 
| 
Standard | 
| 
| 


nt 
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m 
| 


Agent | in-hospital | Potential 








Rate of | Maternal | li 
| | effect on perinatal | Pre | 
Source | vention 
| Ll WE ECCE d fetus transmission | screening li | 
| Influenza , Sneezing and || No congenital || Rare | None d TIV for all pregnant | 
|! coughing, ! syndrome; 
| | respiratory 







| 
| 
! women during | 
| influenza in | influenza season to | 
| tract |! the mother | 
| secretions 


decrease the risk of 
| can cause 

























| hospitalization for 

li hypoxia in | cardiopulmonary 

| | fetus | complications | 
| 

| | | | TM 

lr ———— e e E lL ————— EI iM Ee, M —À — j - Droplet Precautions - 
| | | 

, Measles | Respiratory Prematurity, Rare Antibody test || Vaccine | 
| (Rubella) secretions, spontaneous | | | 
| abortion, Airborne Precautions | 
congenital | | 
d ee syndrome EE | l 









Respiratory 
secretions, 
blood, 
immuno- 
compromised 
patients 





Fetal hydrops, || Approximately 
stillbirth; no 25% 


congenital Fetal death 
syndrome <10% 





| 
h a No vaccine, defer | | 
B19 DNA can || €9'9 of | 
be detected in | immunocompromise 
serum, d patients with 
leukocytes, chronic anemia 
respiratory 
secretions, 
























Droplet Precautions | 












































































infants with 





congenital syphilis 


urine, and | | 
| tissue | I 
U specimens EDD _ ll 
— —ÁX Sg eem mmm 
| | i ongenital 90% in the first || Routine Vaccine — 
| Rubella P | el pale : trimester, 40% || rubella IgG No congenital rubella || 
| wei to 50% overall || testing in syndrome described | 
| pregnancy for vaccine || 
T n 
| | Preconception || Droplet Precautions | 
| screening | 
i recommended || Contact Precautions | 
| for congenital rubella J 
T Á HE Á 7 a ++. | H 
| | Blood Congenital 10% to 90%, VDRL, RPR Post-exposure | 
i ood; e i FTA ABS prophylaxis with | 
| Syphilis : . ndrome depending on any! | 
| lesions; fuic " the stage of penicillin | 
| | amniotic maternal Standard | 
| disease and Precautions | 
| | the trimester Gloves until 24 hrs of | 
|! | at the time of effective therapy has || 
i l infection been completed for | 
| | | 
| 


i 

|, Contact Precautions 
| when skin and 

| mucous mernbrane 
lesions are present 


— M » 
as 


i! 
' 
e —O 
—_— ———— 
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| In-hospital Potential Rato of Matornal | 
| | ` effect on erinatal 
| npa l svurcu ! fetus Rëss SEET | 
p === S RE pA === 
| Influenza | Sneezing and || No congenital Rare None 
| | coughing, syndrome: 
l respiratory influenza in | 
| | tract the mother 

| secretions 


| 
can cause 


| | 
i | hypoxia in | 
it fetus 

| 

| 
E a | —=- = lS El LL—— == 

| Measles | Respiratory Prematurity, 
1 (Rubella) | secretions, Spontaneous 
| | coughing abortion, 

| congenital 
— i syndrome 


Respiratory 


————— 
| Fetal hydrops, Approximately No routine 
secretions, Stillbirth: no 25% screening; 
| congenital Fetal death B19 DNA can 
Syndrome <10% be detected in 
| serum, 
leukocytes, 
respiratory 
secretions, 
urine, and 
| tissue 


blood, 
specimens 

















Dr —Á'— 










Antibody test | 






































immuno- 





| 

| compromised 
| patients 
| 

































Respiratory 


Congenital 
secretions 


90% in the first 
Syndrome * 


trimester, 4095 
to 50% Overall 


Routine 
rubella IgG 
testing in 


Pregnancy 











Preconception 
Screening 
recommended 











——— MM Bá 


Congenital 
Syndrome * 





Blood; 
lesions; fluid; 
, amniotic fluid 






1095 to 90%, 
depending on 
the stage of 
Maternal 
disease and 
the trimester 
at the time of 
infection 
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Prevention 


TIV for all pregnant 
women during 

influenza season to 
decrease the risk of 
hospitalization far 
cardiopulmonary V 
cornplications | 


Droplet Precautions d 


sl 


Vaccine 


Airborne Precautions 


| 
| 
ti 
| 
$ 


—— geg - 
-——— — — 


NO vaccine, defer 
Care of 
immunocompromise 
d patients with | 
chronic anemia 


e e e o 


Droplet Precautions | 


| 
i 


|] 
$1 


t 


f 
ee | 
| 
| 
| 
| 








Vaccine* 
No congenital rubella 
Syndrome described 
for vaccine 


Droplet Precautions 
Contact Precautions || 
or congenital rubella 





Post-exposure 
Prophylaxis with 
Penicillin 
Standard 


e ote 





apy has | 
>een Completed for 
th 





congenital 
Contact Pr 
when skin 

mucou 
lesion 


Syphilis | 

ecautions | 

and 

5 membrane | 

S are present | 
j 








Ëmmer — 
—À ` e EE —— — 
=- ae ns m e 









































; Potential Rate of 
Agent gea effect on perinatal Maternal Prevention 
| fetus transmission soc] | 
a i i i | | 
eee a — - | = = TA 
| Toxoplasmosis No human- Congenital 30% to 50%; || Antibody Frozen or cooked 
| to-human syndrome" rate protects meat; avoid or 
| spread; raw increases as || against glove for contact 
| meat, cal pregnancy | disease. with cat feces; 
| feces, advances, Routine wash fruits, | 
| unwashed severe screening vegetables, | 
| fruits and disease after || not | change cat litter | 
| vegetables primary recommended, atleast once | 
| | every24 hours | 
l| first trimester Leg ll 


infection in in the US | 
] 


[ | 
| 

| INH and | 
|| ethambutol + | 
| | 
| 






Tuberculin 
Skin test 
(TST**) 














Neonatal 


Sputum; 
tuberculosis, 


skin lesions 






rifampin for active 














liver most | 
frequently maternal disease 
affected. QuantiFERON | 
-TB(QFT) | Airborne 
Chest Precautions | 
radiograph 


|] 

| 
| | 

| 
| 


Vaccine’ or VZIG | 













gt tat 


Total 25% 


















ve 













History, 

























| 
! Varicella-zoster || Respiratory | Malformation | 
| UE. es, | s (skin, limb, | antibody within 96 hours of | 
| vesicular CNS, eye); Congenital exposure if | 
| fluid chickenpox, syndrome susceptible | 
zoster 2% (0 to 4%) | 
| Airborne | 
| Precautions | 


| 


Contact 
Precautions | 
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Kingdom of Saudi Arabia 


Ministry of Health «KC 


Jazan Health Directorate daw sl ljg 
AL-Harth General Hospital Ministry of Health 


4 


DEPARTMENT OF INFECTION PREVENTION AND CONTRO 





POLICY NUMBER: | APP: IPC-030 | APPLIES TO: HOSPITAL WIDE 
APPROVAL DATE: | JUL 30,2021 - EFFECTIVE DATE: AUG 30,2021. 


MENS 


1. PURPOSE 
1.1 To reduce the risk of infection transmission of the disease. 


2. DEFINITION N 
2.1 Establish procedures for monitoring managing and training visitors. 
22 Limit visitors to those who are essential for the patient's wellbeing and care. 
2.3 Educate visitors regarding standard, droplet and contact precautions 


3. RESPONSIBILITY 
3.1 NURSE INCHARGE 
3.2 SECURITY 
3.3 PATEINT EXPERIANCE STAFF TO EDUCATE VISITORS 


4. POLICY 
4] All Visits should be scheduled and controlled to allow for: 

4.1.1 Screening of symptoms for acute respiratory illness before entering the 
hospital and upon arrival to hospital. 

4.1.2 Facilities to evaluate risk to the health of the visitor (e.g., visitor might have 
underlying illness putting them at higher risk for MERS-CoV) and ability to 
comply with precautions. 

4.1.3 Facilities to provide :nstruction, before entry into the patient care area on 
hand hygiene, limiting surfaces touched, and use of PPE according to the 
current facility policy. 

4.1.4 One visitor will be allowed for one patient at one time for maximum of 7 
minutes. 

41.5 Facilities should consider monitoring & tracking by security, nurse and 
other electronic aids (use logbook) of all visitors who enter patient rooms. 

4.1.6 Visitors should not be present during aerosol generating procedures (AGP). 

4.1.7 Visitors should be instructed to limit their movement within the facility. 

41.8 Education concerning Respiratory Hygiene/Cough Etiquette is a useful 
adjunct to visitors Screening. 

4.19 Limit the number of persons in the room. 


5. PROCEDURE 
NIL 


C —À Ó n —— 
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6. REFERENCES 


6.1 
Corona virus (MERS-CoV) Infection. 5.1 Edition may 21 2018. 


62 Ministry of Health Coronavirus Disease (COVID-19) Infection Guidelines V1.2 
> (March 2020). 


7. ATTACHMENT 
NIL 


8. APPROVALS 
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CHAIN OF INFECTION 


PATHOGEN 
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PERSON M. ^» Pes? ~A TN WHERE THE 
LIKELY "e Fi PU ~ E | CN RATHOGENLIVES 
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—— Steps Of An Outbreak Investigation 


L Veri ‘the di nu: 
(fr the diagnosis: identify the agent 
Describ 
eth i | 
ie initial magnitude of the problem and what si mptom« got the facility's attention 
What diagnosis has been established? 


What agent (bacterial, viral, other) has heen identified? 


—— 
—  —í— 


Develop a case definition (specific criteria for a case) | 
A ‘case definition’ is a means of classifying persons as “cases” or "non-cases" based on whether 
or not they meet the criteria identified for the specific outbreak. A new case definition will be 
created for each outbreak and generally includes a combination of signs, symptoms, dates, 
locations, etc. that define the illness at hand, A case definition can be altered as the outbreak 
progresses and further information is discovered | 
Example: All residents who have had 3 or more loose stools in the last 24 Hours | 


gg e vg M n eg A e = = 





— e M 
Aug. wn 


2. Confirm that an outbreak exists 
Use your case definition to find all cases 


— 
. 













W Based on your knowledge in #1, are the numbers of cases above Yes No. | 
what is endemic (usually seen) in the facility? If yes, consider | 
that an outbreak exists | 

Total number of cases so far Date a | 
Do you have an outbreak? I f yes, If no, report will 
made with 
proceed justification why 
this case is not 
considered an 
outbreak. 
3. Search for additional cases. 
Encourage immediate reporting of cases (laboratory, physicians, and personnel). 
Search for other cases by retrospective record review, lab reports, ctc. 

| Total number of cases: 

4. Characterize the cases by person, place, and time. (Prepare a line listing and draw 

j epidemic curve) 










The ‘line list’ is an important tool in effective outbreak management. It is a means of 
collecting data that are pertinent to each individual case and the outbreak as a whole. It is 
essentially a database of rows and columns. Each row represents a case and each column 
represents descriptive factors or clinical details (i.e. date of birth, onset date, symptoms, 
recovery dates, etc.) 









An epidemic curve: is a graph in which the cases of a disease that occurred during an 
epidemic are plotted according to the time of onset of illness in the cases. 






e Form a tentative hypothesis (best guess at the time). 


Reservoir 
Source 


Mode of transmission | 
Review data to determine common host factors and exposures 
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d jJ ) d Set 1 Y 
ett, / INFitul pre liminary control measures. 
ate control me 8 based 
| measures based on what you know, (Hand hygiene, isolation) 


Control measures 


Date of implementation ` / | i 
of control measures 


‘Assistance needed 


cohorting,ete.) Determine if you need outside assistance. 


7. Test the hypothesis 
Many long term care facility problems never reach this stage. It may end without 
intervention or simple control measures may cause the problem to cease. Special 
epidemiologic studies may be needed and we may need to seek help. 


‘ ^ 
A. Refine the control measures. 





NN Add additional control measures if needed. 
" » D or trots CAST IW? Addi «d | 
wi l 
2 
3 
9. Monitor and evaluate the control measures. 
Are control measures being used appropriately? — If Yes If No 
continue ensure compliance 
Evaluate control measures. Did cases cease? If Yes If no, consider 
continue .additional actions 
i me ege eee 
e 10. Prepare and disseminate a final report. 


m This form in a completed state may serve as the final report. Make the report as detailed as 
«J possible. 


Date of final report: Reported by Reported to 


Hospital directorate- \ 


IC responsible in health 


Y» Directorate Health region -Y 
facility 


3- directorate of infection control 


jazan 


MEME NM ae 


Scanned with CamScanner 


ee Wm" 
E T T 













Sus] nected case of 
EE ak cl atte. lor 
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diagnosis and develops case E 


ICP verifies the 
definition 
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: BETEN Tal confirms that an | 
outbreak exists ICE conHrim» Sis 4 | 








` he | MÓ— 
there All IS > x 
Yes — za Se 
Be, ‘outbreak — 


— 
| ——— 
—— 
———— | at e ~ : 13 953 WV the ; 
e age — CN Se? we a> Lie T4 ] AYY S {> 
te f ICE characterizes the cases an 
CS? a. si nanea veincclmeietnü PI TÉ 
Out preat | epidemic curve using inesse fe ICP reports | MT 
N Less er — wi ith || Report 





zz — GB: mpm m 
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Outbreak Notification Form ` ` 
- Outbreak Form( 1) 
"pei Hospital : o P 
Unit/dept. 
Demographic data 
Patient name 


* Case identification 


Cose identifies T — 
— Ce 










Reported by 
IC responsible in health facility Ce 


Hospital Director 
Infection control Directorate in Jaz 







Reported to 
an health 








the following criteria 
| acquired infections (HAIs) excce 
Als with the same organisms linked to the same ex 


If the number of cases of hospita d the facility own endemic rates. 
If there is more than 2 cases of H posure at any given 
time or location within 3 days. 

If there is more than 2 transferre 
time. 
If there is one or more deaths attribut 


If there is occurrence of two or more 


d patients to ICUs with the same hospital acquired infections at any given 


ed to same HAIs at any given time and locations. 
cases of reportable infectious diseases linked to the same exposure 


at any given time or location. 


s two or more cases of:- 


If laboratory data show 
RO) isolates (isolates that are resistant to more than 2 classes of 


a. Multidrug resistant organism (MD 
antibiotics especially MRSA 

b. Tuberculosis 

c. Influenza 

d. Varicella 
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-no I ome on admission type | date isolated | colonized ) Antibiotic Outcome 
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Fulfilled by:- IC responsible in health facility Date: 
P.s. Outcome: ( Discharge- Died - Still ) 
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Fulfilled by:- IC responsible in health facility 
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. Outbreak Final Summary Report 
Outbreaks (4 





Region Hospital 


Unit / department 


Demographic data 
Date of outbreak onset 
Index casc 
Duration of outbreak 
Causative organism 
Source of infection 
Mode of transmission 
No. of suspected cases 


No. of positive cases:- 


——M—— — 








No. of positive health care workers:- 
Types of specimen taken and results of C&S 








Tvpes of environmental sampling and Results 


Team Meeting and documentation 










Communications 


Measures taken to control outbreak 
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Recommendations to prevent further outbreak 





Conclusions 







Reported by: 
IC responsible in health 
facility 






Directorate Of Infection Control In Jazan 


| 
| 
| 
| 
| 
| 
| 
| 

Reported to Hospital directorate 

General directorate of infection control MOH 
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1. PURPOSE 
1.1 To provide guidelines on Hepatitis B immunization. 


i 2. DEFINITION 
=) NIL 


3. RESPONSIBILITIES 
EHC staff 


4. POLICY 
4.1 Evidence for immunity to HBV is needed for all HCWs at risk of exposure to blood or 
body fluids. 

42 All new HCWs will be tested for Hepatitis B immunity unless a reliable document on 
immunity status can be provided. l 

43 HCWs are considered immune to HBV if they have a documented anti — HBs level 7 
10mlU/L at any time in the past. Even if the level had dropped afterwards, they would still 
be considered immune, and will not need any further doses. The drop in titer is known as 
anamnestic response. l 

4.4 HCWs at risk for occupational HBV exposure with no documented immunity at any time 
in the past are considered nonimmune regardless of the documentation of immunization 

> and shall be immunized as outlined in this policy. 


5. PROCEDURE . 
5.1 Pre- vaccination Testing 
5.1.1 Screen all new HCWs for HBsAg and to verify HBV immune status. ` 
5.1.2 Provide hepatitis B immunization to those HCWs who are non — immune for 
B Hepatitis B ( i.e., those with anti - HBs « 10 mlU/L, unless they provide 
documentation of a completed vaccination series and anti HBs levels > IOmIU.L 1 
— 2 months post vaccination. E 
5.1.3 Explain the risks of non — immunization to all HCWs who refuse immunization. 
> Administration of the Vaccine | 
U Po Give three doses of Hepatitis B vaccine with the second and third doses at 1 and 6 
i months intervals, a5 recommended. ( 0, 1 , 5 month). H | 
522 Administer intramuscularly ( IM ) ‘nto the deltoid muscle. Do not administer in the 
gluteal region. — 
_ vaccination Serologica esting . . 
e dré To ensure adequate seroconversion and protection: One to two months after 
B completing the series, the vaccine level of anti — HBs is expected to be > 10 mlU/L, 
and this value should be checked in any HCW with patient exposure. 
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5.4 Non - responders to the First Series (If anti HBs levels are < 10 mIU/L 1 to 2 months 
post vaccination, take the following steps: 

5.4.1 A full second series of 3 doses should be given. 

5.4.2 One month after completing the second series, the v 
Expected to be > 10 mlU/L, and this value should be checked in 
patient Exposure. 

54.3 If the HCW remains anti — HBs negative, then he/she is considered a non - 
responder and should be counseled accordingly. 

5.5 Counseling Non — responders 

5.5.1 Ifall of the above measures are taken and the HCW rem 
no further doses should be given. 

5.52 The importance of standard precauti 

5.5.3 The HCW should receive an HBsAg te 
counseling as mentioned above. Professional duties s 


appropriate referrals. B 
554 HBsAg — negative HCWs who fail to seroconvert should receive HBIG if exposed 


to HBsAg positive blood products or body fluid. ( Refer to policy [PC-34 
Management of Sharps Injury And Exposure to Blood borne Pathogens) 


accine level of anti — HBs is 
any HCW with 


ains anti — HBs negative, 


ons and policy should be stressed to the HCW. 
st; if positive, he/she should receive 
hould be reviewed along with 


6. REFERENCES 
6.1 GCC Infection Prevention & Control Manual 3rd Edition, January 2018 


7. ATTACHMENT 
7.1 NIL 
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l. PURPOSE: 


1.1. To describe the criteria and conditions for administering the Varicella vaccine to HC Ws 
and the evaluation of HCWs following Varicella Zozter ( VZV ) infection. 


7 JO 2. RESPONSIBILITY 


\ 


EHC STAFF 


24 


DEFINITION 
NIL 


POLICY 

4.1. Evidence for immunity to Varicella Zoster Virus ( VZV ) is needed for all HC Ws at risk of 
exposure patients with chicken pox. 

4.2. Al] HCWs need to be tested for VZV immunity (if available ), unless a reliable document 
on immunity status or reliable evidence for receiving 2 doses of the VZV vaccine can be 
provided. Or a history from a reliable source can verify the HCW did have VZV infection 
in the past. This is important since other diseases may mimic VZV infection. 

4.3. A history of Varicella infection is not considered reliable evidence of being immune and à 
serological test is needed( if available). 

4.4. The VZV vaccine is alive attenuated vaccine and shall not be offered to 
immunocompromised individuals. Those who are non — immune will be provided the VZV 
vaccine unless there is a medical contraindication. 


JI 


5. PROCEDURE: 
5.1. Pre — vaccination Counseling 
5.1.1. Advise all HCWs about the seriousness of Varicella infection transmitted to. patients. 
especially the following: 
5.1.1.1. Elderly patients. 
5.1.1.2. Neonates 
5.1.1.3. | Immunocompromised patients 


5.1.1.4. Transplant patients. 
5.12. Reliable evidence of immunity to VZV is needed; if not available, test HC Ws for their 


serological status for varicella antibodies ( if available). A HCW who is found to bc 
immune will require no further action, and the results of varicella serology should be 


documented in the employee's medical records. 
5.1.3. Provide the vaccine to those who are found to be non — immune; unless medically 


contraindicated. 
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MANAGEMENT OF SELECTED AIRBORNE & DROPLET INFECTIOUS DISEASE EXPOSURE IN 


HEALTHCARE WORKERS 





APPENDIX — (IPP 033-02 ) 
MEASLES EXPOSURE 


PERSON IDENTIED WITH POSSIBLE MEASLES INFECTION 













CONFIRM DISGNOSIS 
DOES PATIENT HAVE FEVER AND RASH WITH 
POSITIVE MEASLES IGM ANTIBODY TI IER? 
MAY CONSULT INFECTIOUS DISEASE 
PHYSICIAN 


NO 
STOP 








HCW IMMUNE OR NO EXPOSURE 





ASSESS IF HOW WAS EXPOSED 
WAS HOW IN SAME ROOM WITH 
CONFIRMED CASE WHILE NOT WEARING 
A RESPIRATOR MASK 






ICP AND INVOLVED AREA GENERATE CONTACT 
LIST OF EXPOSED HCW 


SUPERVISOR DIRECTS EXPOSED HCW 
TO EMPLOYEE HEALTH 


YES 





EMPLOYEE HEALTH CLINIC 
ASSESSES HCW AND OBTAINS BLOOD 
TO EVALUATE VZG IgG 
ANTIBODY TITER 


POSITIVE TITER 
| stop | 


NEGATIVE TITER 












"MPLOYEE HEALTH CLINIC EXCLUDE 
HCW FROM PATIENT CONTACT/WORK 
FROM DAY 5 - 21 AND/OR 4 DAYS 
AFTER RASH APPEARS 







Abbreviations: 


HCW Healthcare Workers 
ICP Infection Control Practitioner 





COMPLETE DOCUMENTATION AND REPORT wë ten Y uo G 
AS NECESSARY e PE obulin M 
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i. PURPOSE: 


1.1. To provide guidelines for the management of HCWs exposed to selected infectiou 
transmissible via the airbome or droplet routes. 


2. DEFINITION 
NIL 


Lal 


RESPONSIBILITY 
EHC STAFF 


4. POLICY 


4.1. The Employee Health Clinic will assess HCWs for exposure, prophylaxis, treatment, and 
work exclusion and will notify IPCD of the action taken. When the EHC is closed. HCW 
should seek medical attention in Emergency Room. Consultation may be obtained from the 
Infection Control Practitioners or the Director of the IPCD on call during weekends and 
holidays. | 7 
4.2. Exposed HCWs are isolated when needed home isolation in staff accommodation ( | hird 
floor — flat number 1 IN AHAH HOSTELS). 
x) 4.3. Management of the following conditions is outlined: Chicken Pox, Measles, 


Mycobacterium Tuberculosis, Meningitidis, Mumps and Rubella. 


un 


PROCEDURE: | m 
S 1. Varicella (Chicken Pox) Or Shingles Exposure ( Refer To Appendix IPC-33-01 ) 
5.1.1. Incubation Period : Usually 14 — 16 days; range, 10 — 21 days; up to 28 days in 
persons who have received Varicella Zoster Immunoglobulin ( VZIG ). 
5.1.2. Exposure criteria 
512.1. Varicella: A household contacts, face to face contact for more than 5 minutes 
B with an infected person without wearing a surgical mask, or direct contact 
with vesicle fluid without wearing gloves. 
5122. Shingles: Direct contact with vesicle fluid without wearing gloves. 
5.1.3. Period of Communicability 
5.1.3.1. Varicella: Affected persons are most contagious | — 2 days before and shorts 
| after vesicles appear. Transmission can occur up to 5 days after onset of rash 
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Immunocompromised persons may be contagious as long as new vou! 
appearing, 


HJ 


Shingles: Affected persons are most contagious from 24 hours before 
Vesicle appears and up to 48 hours after the final vesicle appears 
Employee health 


.1.4.1. — Assess immunity: HCW is susceptible unless he or she has a history ot 


Varicella or has serological evidence of immunity. Consider checking 
Varicella IgG antibody titer to determine immune status of the HCW (if 
available ). 


1.4.2. For vaccination of HCWs against VZV, (Refer to Policy IPC-32 Varicella 


Immunization for HCWS). 
Works Restrictions 


5.1.5.1. Exposed: 


5.1.5.1.1. From days 1 — 7 of exposure no restrictions is required. 

5.1.5.1.2. HCWs should be excluded from duty on day 8" after 1* exposure throuy) 
day 21*' of last Exposure ( 28" day if VZIG was given after the last 
exposure). 


51.52. Infected : HCW may return to work after all lesions have crusted over. 
5.1.6. Prophylaxis : Consider giving VZIG to non - immune, immunocompromised persons 


2. 


or pregnant women within 96 hours of exposure. 


. Measles Exposure ( Refer To Appendix IPC-30 -02 ) 


Incubation Period : usually 8 — 12 days; range, 7 — 21 days 
Exposure Criteria :Spending time in a room with an infected person without wearing 
a respirator. If air is recirculated, spending time in the area supplied by the ai 

handling system while an infected person was present or within | hour after the 
person's departure. Contact with nasal or oral secretions from an infected person o 


ed with these secretions without wearing gloves. 





items contaminat 
Period of Communicability : From 4 days before the rash appears to 4 days after the 
rash appears, but transmission is minimal by 2 to 4 days after the rash appears. 

Employee Health : Assess immunity; a HCW is susceptible unless he or she was 
born before 1957, provides serological evidence of immunity, or has two 


documented doses of measles vaccine. Obtain blood for IgG antibody Uters as 
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necded ( If available ) For staff who have not received 2 doses of meas! 
consider initiating or completing the vaccine series 
5.2.5. Work Restriction 
$2.5]. Exposed : From days | — 4 no restriction required. From days 3 t 
single exposure or day 5 of the first exposure through day 21 of the hast 
exposure the HCW either must not work or must have no direct panen! 
contact or must only work with immune persons away Irom patient care 


3 i i 
I i (UU? 


arcas. 

2.52. Infected ` HCW may return to work 4 days after developing a rash 

. Prophylaxis : Consider giving susceptible HCWs the vaccine within 3 days ot 
within 6 days of exposure to modify scverity of infection: vaccine or 1G giver 
exposure does not change work restrictions. 


| 


5 
bf, 


5.3. Mycobacterium Tuberculosis Exposure ( Refer To Appendix IPC-33-03 ) 

55.1. Incubation : From 2 to 10 weeks after exposure to detection of positive tuberculine 
Skin Test ( TST ) or Interferon — gamma release assay ( IGRA ); the rish ol 
developing active disease is greatest in the first 2 years after exposure, 

Exposure Criteria : Spending time in a room with a person who has active disease 





§.3.2. Exp 
without wearing an N95 respirator; packing or irrigating wounds infected w: 
Mycobacterium Tuberculosis ( MTB ) without wearing an N95 respirator. 

5.3.3. Period of Communicability : Persons whose smears are AFB positive are 20 ines 


more likely to cause secondary infections than persons who are smear negative. 
Children with primary pulmonary MTB are rarely contagious. 

3.4. Employee Health : Obtain baseline TST results by doing 2 steps IST it these have 
not been performed recently and if the HCW was previously negative; perform post 
exposure TST test at 8 to 10 weeks; if the TST test result comes out positive 
prescribe MIB prophylaxis. Positive IGRA result is also an indication tor MIB 


t 





prophylaxis. 
5.3.5. Work Restrictions 
535]. Persons whose TST results and IGRA test results are positiv c. 
53.52. Infected : Restricts HCWs with active MTB trom duty until atter [hes have 


taken 2 to 3 weeks of effective anti — tuberculosis chemotherapy and thes 


Scanned with CamScanner 


Kingdom of Saudi Arabia - — 
Ministry of Health SS wë 

Javan Health Directorate d ~.ll áilia 

AL-Harth General Hospital "int 





— DEPARTMENT OF INFECTION PREVENTION AND CONTRO! 
INTERDEPARTMENTAL POLICY AND PROCEDURE 


| POLICY NUMBER:  IPPb:Irc-.ott APPLIES TO: ALL STAR? 
IPP | TILE: | MANAGEMENT OF SELECTED AIRBORNE & DROPLET INE EL NiO! 
| DISEASE EXPOSURE IN HEALTHCARE WORKERS 
VERSION:2 | APPROVAL DATE: | JUL 20,2021 FFFECTIVE DATE: ALG 302021 
DUE FOR REVIEW: |. JUL 302023. NUMBER OF PAGES 


| 
á 


have had 3 AFB - negative sputum samples taken over 8 to 24 hour 


must be an carly moming specimen). 
5.3.6. Prophylaxis : Prescribe Isoniazid 300mgs daily for 9 months (or! 2 mon 
infected persons ) and Pyridoxine 20 — 40 mg daily. Consult with Infecbous js 
Consultant for verification of the most appropriate prophylaxis Regimen 


i ` 
a 


5.4, Meningococcal Disease Exposure (Refer To Appendix IPC-33-4 ) 

5.4.1. Incubation Period : usually <4 days; range, 1 — 10 days 

5.4.2. Exposure Criteria : Extensive contact with respiratory secretions from a 
person without wearing a mask, particularly when suctioning. Ti 


intubating. 

5.4.3. Period of Communicability : Persons are infectious until they have taxen 24 hours 
effective antibiotic therapy. 

5.4.4. Employee Health : Prescribe prophylaxis; educate exposed HCWs about toe sit 


and symptoms of meningitis. 


" 5.4.5. Work Restrictions : 
d 5.4.5.1. Exposed None 
54.52. Infected HCW should be restricted from work until they have taken 24 hours 
of effective antibiotic therapy. 
4.6. Prophylaxis ` Rifampicin 600 mg every 12 hours for 2 days ( contraindicated in 
pregnancy) or Ciprofloxacin 500 mg single dose ( contraindicated in pregnancs | of 
Ceftriaxone 250 mg IM single dose ( safe during pregnancy ). 





Un 


55. Managing Mumps Exposure (Refer To Appendix IPC-33-5). 


551. Incubation period : Usually 16-18 days; range, 12-25 days. 
5.52. Exposure criteria : Being within 3 feet of an infected person without Wearing a mask; 


contact with saliva or items contaminated with saliva from an infected person without 


wearing gloves. 
Period of communicability : Patients are most communicable 48 hours betore the onse! 
A Oe Ee 


3.5.2. | 
of illness, and continue until 5 days after the onset of parotitis. 
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5.5.4. Employee health ` Assess immunity; an HCW is susceptible unless he or she was bom 
betore 1957, provides serologic evidence of immunity, or has one documented dose of 
mumps vaccine. Obtain blood for 1gG antibody titers as needed. For staff who has not 

cy received two doses of mumps vaccine, consider initiating or completing the vaccine 
series. 

5.5.5. Work restrictions 

5.5.5.1. | Exposed : From days 1-11, no restrictions required. Restrict from work day | 2th 
after first exposure through day 25th of last exposure or 5 days after onset ot 
parotitis. The HCW either must not work or must have no direct patient contact. 
or work only with immune persons away from patient care areas. 

5.5.52. Infected : HCW may return to work 5 days after the onset of parotid gland 
swelling. 

5.5.6. Prophylaxis : None; Themumps vaccineis not provento prevent infection after 

exposure; mumps IG does not preventinfection. 


5.6. Managing Rubella Exposure (Refer To Appendix Ipc-35-6). 

5.6.1. Incubation period :Usually 16-18 days; range, 14-21 days. 

5.6.2. Exposure criteria ` Contact within 3 feet of an infected person without wearing a mask: 

- " contact with nasopharyngeal secretions from an infected person or items contaminated with 
these secretions without wearing gloves; contact with nasophary ngeal secretions or urine 
from an infant with congenital rubella without wearing gloves. 

5 6.3. Period ofcommunicability : From 7 days before the rash to 7 days after the rash appears: 
up to 1 year for infants with congenital rubella. 

5.6.4. Employee health: Assess immunity; an HCW is susceptible unless he or she was born 
before 1957, provides serological evidence of immunity, or has one documented dose of 
rubella vaccine. Obtain blood for IgG antibody titers as needed. For stat who has not 
received two doses of rubella vaccine, consider initiating or completing the vaccine series. 

5.6.5. Work Restrictions 

5.6.5.1. Exposed : From days 1-6 no restrictions required. From 7th day atter the Ist 
exposure through the last exposure on the 23rd day, the HCW either must not work 
or must have no direct patient contact or must only work with immune persons 





away from patient care areas. 
56.52. Infected : HCW may return to work 7 days after developing rash. 
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5.6.6. Prophylaxis ; None; the rubella vaccine does not prevent infection after exposure [Cr do 
not prevent infection. 


| | 
> 6. ATTACHMENTS | 
6.1. Appendix IPC-30-1 Varicella (Chicken Pox) Or Shingles Exposure | 
6.2. Appendix IPC-30-2 Measles Exposure | 
6.3. Appendix IPC-30-3 Mycobacterium Tuberculosis Exposure | 
6.4. Appendix IPC-30-4 Meningococcal Disease Exposure | 
6.5. Appendix IPC-30-5 Managing Mumps Exposure | 
6.6. Appendix IPC-30-6 Managing Rubella Exposure | 
7. REFERENCE: 

7.1. GCC Infection Prevention & Control Manual, 3 Edition, January 2018. | 
| 
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MANAGEM 
ENT OF SELECTED AIRBORNE & DROPLET INFECTIOUS DISEASE EXPOSURE IN 


HEALTHCARE WORKERS 





APPENDIX — (IPC 033-03 ) 


MYCOBACTERIUM TUBERCULOSIS EXPOSURE 


PERSON IDENTIFIED WITH ACTIVE MYCOBACTERIUN TUBERCULOSIS 
NOTIFY INFECTION CONTROL PRACTITIONER 


CONFIRM DIAGNOSIS : MTB or AFB RECOVERED 
IN RESPIRATORY SECRETIONS OR WOUND 





SL STOP 






YES 


ASSESS IF HCW EXPOSED. DID HCW SHARE AIR 
SPACE WITH CONFIRMED CASE WHILE NOT 
WEARING A RESPIRATOR MASK ? 


NO STOP 





IP AND INVOLVED AREA GENERATE CONTACT 
LISTS OF EXPOSED HCWs 


HCWs ARE DIRECTED TO 
EMPLOYEE HEALTH CLINIC 












EMPLOYEE HEALTH CLINIC ASSESSESS HCW FOR 
SIGNS/SYMPTOMS OF MTB AND ORDER TST or IGRA 


if basement TST and/or IGRA is negative and no symptoms repeat 8 — 10 
weeks after expose. If still negative no further action needed. 
If TST and/or IGRA test is positive, evaluate for symptoms and take CXR 


Abbreviations: 









AFB Acid-fast bacilli 

HCW Healthcare Worker 

IP Infection Preventionist 

PHN Public Health Nurse 

MTB ` Mycobacterium tuberculosis 

IGRA ` Interferon-gamma 
release assay 








IF NO SYMPTOMATIC AND 
CXR POSITIVE FOR INFILTRATE 


IF NO SYMPTOMS AND 
CXR NEGATIVE 





REFER TO EMPLOYEE HEALTH 
CLINIC FOR MANAGEMENT 
OF LATENT TB INFECTION 


REFER TO INFECTIOUS 
DISEASES FOR EVALUATION 





— m — — 
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APPENDIX — (IPC 033-04 ) 
NEISSERIA MENINGITIS EXPOSURE 





PERSON IDENTIED WITH POSSIBLE ACTIVE 
NEISSERIA MENINGITIS INFECTION 










CONFIRM DISGNOSIS 
CONFIRM DIAGNOSIS OF PATIENTS WITH 
PHOTOPHORIA, STIFF NECK, POSITIVE KERNIGS 
AND BUDZINSKI'S SIGNS 
MAY CONSULT INFECTIOUS DISEASE 
PHYSICIAN 












ASSESS IF HCW WAS EXPOSED, 
DID HCW SUCTION, INTUBATE, RESUSCITATE 
OR HAVE EXTENSIVE CONTACT WITH 
CONFIRMED CASE WITHOUT 
WEARING A MASK? 


ICP AND INVOLVED AREA GENERATE CONTACT 
LIST OF EXPOSED HCW 








SUPERVISOR DIRECTS EXPOSED HCW 


TO EMPLOYEE HEALTH 






EMPLOYEE HEALTH CLINIC 
ASSESSES HCW AND INITIATE 
PROPHYLAXIS 






Abbreviations: 


HCW Healthcare Workers 
ICP Infection Control Practitioner 


IgG Immunoglobulin G 


IgM Immunoglobulin M 
COMPLETE DOCUMENTATION AND REPORT Pt Patient 
AS NECESSARY 
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APPENDIX — (IPC 033-05 ) 
MUMPS EXPOSURE 


Person identified with possible mumps infection 


Confirm diagnosis. 
Does Pt have fever with swelling and No 
tenderness of the salivary glands or testes ? 


ay consult Infectious Disease 
Physician 











Asses if HCW was exposed. 
Did HCWhave contact with 
confirmed case while not wearing a 
mask or have contact with saliva 
while not wearing gloves? 


ed HCW to 





Supervisor directs expos 
rnpioyee nec 












Employee Health Clinic assesses 
HCW and obtains blood to 

evaluate mumps IgG 
antibody titer. 


Negative titer 


Abbreviations: 


Healthcare Workers 







Employee Health Clinic 
restricts HCW from patient 
contact/work from day 12™to 25^ 


Complete documentation and reports 


Infection Preventionist 
Immunoglobulin G 
Immunoglobulin M 
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APPENDIX — (IPC 033-06 ) 
RUBELLA EXPOSURE 


Person identified with possible Rubella 
Notify IP 


Confirm diagnosis. 


3 Does Pt have mid, febrile exanthema 
and positive rubella igm antobody No 
titier? 


May consult Infectious Disease 
Physician 













HCW immune or 
no exposure 






Asses if HCW was exposed. 
Did HCW have contact with 
confirmed cases while not wearing a 
mask or have contact with 
nasoppharyngeal secreations while 
not wearing gloves? 













Supervisor directs exp 







osed HCW to 
al) 





Employee Health Clinic assesses Positive titer 


HCW and obtains blood to 
evaluate rubella IgG antibody tite 











Negative titer 


Abbreviations: 
HCW Healthcare Workers 


IP Infection Preventionist 






Employee Health rstricts HCW 
from duty from patient contact/work 
from day 7^ - 23? 


omplete documentation and reports as necessary 





IgG Immunoglobulin G 
IgM Immunoglobulin M 
Pt Patient 
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percutaneous and mucosal exposure to blood and body fluids, by health-care personnel Hep 


B vaccination and response status 
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HBSAC D 


Documented 
responder after 
complete series 
(23 doses) 










No action needed 




















































Documented Positive/ HBIG e 
non-responder unknown emeng 
after 6 doses y on 
No action needed 
Positive! | <4 QmiU/mL HBIG x1 Initiate 
pospone wee revaccin 
unknown after eleng 


3 doses 







210mlU/mL No action needed 
Complete 
vaccination 












Unvaccinated/ 












Positive/ 
Unknown 


HBIG x1 







incompletely 
vaccinated or 
vaccine refusers 






(CDC, 2013) 
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zx 5.2 ——— ` alm ZEE 
- "E o -— RE ia e 


Scanned with CamScanner 


Kingdom of Saudi Arabia OU. 
ke: 


Ministry of Health 
Jazan Health Directorate á —uall äjljg 


AL-Harth Gencral Hospital Ministry of Health 
DEPARTMENT OF INFECTION PREVENTION AND CONTROL ` 


INTERDEPARTMENTAL POLICY AND PROCEDURE 
POLICY NUMBER: | | IPP: IPC-034 APPLIES TO: ALL STAFF 


























IPP TITLE: Man: agement of Sharps SEN and 1 Exposure to Blood borne |: Pathogens 
APPROVAL DATE; | JUL 30,2021. | EFFECTIVE DATE: AUG 30,2021 
VERSION:2 DUE FOR REVIEW: | JUL 30,2023 | NUMBER OF PAGES:1 of 3 


PURPOSE 
1.1 To provide guidelines to prevent infection from blood and body fluid spillages in all 


hospital areas. 


2. RESPONSIBILITY 
EHC STAFF 


3. DEFINITION 
3.1 Mucous membrane (splash to eye or mouth/nose).. 


POLICY 
41 The Infection Control Program maintains policy for occupational exposure to 


protect the staff from possible infection during their course of duty. 


PROCEDURE 
5.1 First aid : if you experienced a needle stick or sharps injury or were exposed to blood or 


other body fluid of patient during the course of your work , immediately follow these steps: 


5.1.1 Percutaneous injuries: 
5.1.1.1 Do not press the injured site. Encourage bleeding from the puncture wound 


by keeping it low. 
51.1.2. Wash the site with soap and water. 
5.1.1.3. Apply antiseptic on the puncture wound and cover with occlusive dressing. 


Mucous Membrane and non-intact skin exposure: 

5.1.2.1 Splash water to the nose, mouth, or non-intact skin. 
5.1.22 Irrigate eyes with clean or sterile water or saline. 
5.1.2.3 Flush site for 10 minutes 


5.1.3 Inform the unit Charge. 
51.3.1 The unit Charge will make sure that the Occupational Exposure Report Form 


(OERF) is completely filled by the exposed employee with all the details 
requested before informing the unit supervisor or the general supervisor 


n A 


during evening and night shifts. 
5.1.3.2 The Supervisor will be responsible in allocating staff to take over the 


responsibilities of the injured employee while he/she seeks medical 


attention. 
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ployee to Employee Health Clinic during working 


$2 The OERF will be taken by exposed em 
hours or ER during afterhours and on weekends and holidays. 


53 The circumstances of the exposure and post exposure management will be documented on 


the OEF and in the medical record file of the employee. 

5.4 Screening and risk assessment of the employee and the 
according to guidelines as follows: 

54] The source individual blood should b 
54.1.1 HBV (HBsAg, HBsAb, anti-HBc) 
5.4.1.2 HCV (anti-HCV) 

54.1.3 HIV (HIV test) serological status. 
54.1.4 When the source individual Is alrea 
, testing the source needed not be repeated. 

5.4.2 The exposed HCWs blood should be tested for : 
542.1 HBV (HBsAg, HBsAb,) 
542.2 HCV 
5.4.2.3 HIV 

543 Recommended prophylaxis for 
5.43.1 Please Refer Table IPC- 

personnel after occupatio 
blood and body fluids, by health- 
response status 

5.4.4 Recommended management an 
5.4.4.1 persons exposed to an HCV 

baseline and follow-up testing 

o Baseline testing for anti-HCV, HCV RNA AND ALT 

° Follow-up testing for HCV RNA 4 TO 6 weeks after exposure. 

e — Follow-up testing for anti-HCV, HCV RNA and ALT 4 to 6 months 
after exposure. 

e No post-exposure prophylaxis is currently recommended for HCV. 


nded HIV post exposure prophylaxis for HCWSs: 
blic health circular on 25 January 2017. 


luate the HCWs condition and order the 


source patient will be done 


e tested as soon as possible to determine : 


dy known to be infected with HCV or HIV 


exposure to Hepatitis B virus 

34-01: Post-exposure management of health-care 
nal percutaneous and mucosal exposure to 
care personnel Hep B vaccination and 


d prophylaxis for exposure to Hepatitis C virus: 
-positive source should have the following 


54.5 Recomme 
5 4.5.1 According to the jazan pu 
e The physician will eva 
following prophylaxis medicine: 
l. Truvada ONE TAB for 4 weeks 
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ATTACHMENT 
6.1 TABLE OF Prophylaxis For Exposure To Hepatitis B Virus 


REFERENCE 
5.1 GCC Manual for Infection Control, 3 Edition (2018) 


5.2 Employee Health Program Policy 2018-MOH 
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1. PURPOSE 
1.1.To describe the procedure on how to administer and interpret the Mantoux tuberculin skin 


test (TST) used to diagnose of latent tuberculosis infection (LTBI) for pre-employment 
purposes and as part of post-exposure evaluation of employees. 


2. DEFINITIONS 
NIL 


3. RESPONSIBILITY 
EHC STAFF 


4. POLICY 
4.1. TST testing is used for: 
4.1.1.Persons at high risk for TB exposure or infection. 
4.1.2.Persons at high risk for TB disease once infected. 
4.1.3. To identify infections in asymptomatic persons. 
4.1.4. To establish baseline TST results for all new employees. 

4.2. All new hires or new volunteers should undergo baseline testing for tuberculosis using 
Tuberculin Skin Testing (TST). There are two types of testing for TB in healthcare 
workers: 

4.2.1.Initial baseline testing upon hire. 
422.Annual or serial screening: determined by risk assessment of the healthcare facility 
and activity. 

4.3. Pre-employment screening: 

4.3.1.Question candidates regar 
of the TST. 
4.3. 2.Exclude persons who have had the following from testing: 
452.1. Live vaccine administered within the past 3 weeks or on the same day as the 
TST because live-virus vaccines may cause a false negative reaction. 


4.3.22. Current febrile illness. 
4.3.2.3. Smallpox vaccination within the past month. 


4.3.2.4. Documented positive PPD. 


ding past positive test results prior to the actual planting 


5. PROCEDURES : 
5.1. Testing for Latent TB Infection: 


5.1.1. The Tuberculin Skin Test (TST) detects individuals infected with Mycobacterium 


tuberculosis. The skin test is administered intradermal using the Mantoux technique 
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by injecting 1.0 ml containing 5 TU of purified protein derivative (PPD) solution. If 
a person is infected, a delayed-type hypersensitivity reaction is detectable 2 to 8 
weeks after infection. The reading and interpretation of TST reactions should be 
conducted within 48 to 72 hours of administration by trained healthcare 
professionals. 
5.1.2.Equipment and materials 1 cc tuberculin syringe, 26- or 27-gauge needle, 7; inch (16 
mm) long, alcohol swabs and a measuring tool marked in millimeters. 
5.1.3.Administration: The Mantoux test is the recommended TST. It is administered by 
injecting 1.0 ml containing 5 TU of purified protein derivative (PPD) solution 
intradermal into the volar surface of the forearm using a 27-gauge needle with a 
tuberculin syringe. 
5.1.3.1. Obtain results of all previous TSTs. Ask the patient to describe what the test 
area looked like 2 to 3 days after administration; obtain documentation. 
5.1.3.2. Avoid areas of skin with veins, rashes, or excess hair. 
5.1.3.3. Cleanse hands with alcohol hand rub. 


5.1.3.4. Cleanse the area with an alcohol swab, allowing the area to dry. 
5.1.3.5. Clean the rubber top of vial before drawing up solution. 


5.1.3.6. Inject the entire antigen just below the surface of the skin on the volar surface of 
the forearm, forming a 6-10 mm wheal (a pale, raised area with distinct edges: 
has orange peel-like appearance and does not disappear immediately). 

5.1.3.7. Avoid covering the area with a bandage or applying pressure to the injection 
site. 

5.1.3.8. If minor bleeding occurs, dab the injection site with a cotton swab. 


5.1.3.9. If no wheal forms, or if a wheal forms that is less than 6 mm, the test should be 
repeated immediately, approximately 2 inches from the original site or on the 
other arm. 

5.1.3.10. Record the date, time, and location of the TST. 


5.13.11. Instruct the patient not to scratch the site but to use a cool compress to relieve 
any itching or swelling. 

5.1.3.12. Give a written appointment card for TST reading. Inform the patient of the 
importance of returning for a reading of the TST within 48 to 72 hours (2 to 3 
days). 

5.1.3.13. Provide written information about the TST (a pamphlet or brochure). 

5.1.4.Measurement: 
5.1.4.1. Measure the induration (hard bump) rather than the erythema. 
5.1.4.2. Palpate the area with the fingertips, measuring the diameter of induration 
perpendicular to the long axis of the arm. 


-e~ m S —Ó 
m mm 
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5.1.4.3. Use a ballpoint pen to mark the edges of the induration. 
5.1.4.4. Use a tuberculin skin test ruler or a ruler with millimeter marks to measure the 
distance between the two points. 
5.1.5. Recording and documentation: 
5.1.5.1. Record the date that the TST was administered. 
5.1.5.2. Record the brand name of the PPD solution, lot number, manufacturer, and 
expiration date in the patient's records. 
5.1.5.3. Record results in millimeters of induration (0 mm if there is no induration) rather 
than as positive or negative. 
5.1.5.4. Record the date and time of reading and the name of the person reading the TST. 
5.1.5.5. Provide the patient and ordering physician with written documentation. 
5.1.6.Storage and handling: 
5.1.6.1. PPD solution must be kept refrigerated at 36—46?F. 
5.1.6.2. Avoid fluctuations in temperature; do not store in the refrigerator door. 
5.1.6.3. Syringes must be filled immediately prior to administration. 
5.1.6.4. Store and transport the tuberculin in the dark as much as possible and avoid 
exposure to light. 


5.1.7.Notes: l 
5.1.7.1. The TST should not be performed on a person who has a documented history of 


either a positive TST result or treatment for TB disease. 
5.1.7.2. TST is contraindicated only for persons who have had a severe reaction (e.g. 
necrosis, blistering, anaphylactic shock, or ulcerations) to a previous TST. 
5.1.7.3. TST results should only be read and interpreted by a trained healthcare 
professional. Patients or family members should not be relied upon to measure 
TST results. E | 
5.1.74. TB disease must be ruled out before initiating treatment for Latent Tuberculosis 
Infection (LTBI) to prevent inadequate treatment of TB disease. 
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52.Table 1: TST interpretation: — ` MEE 


















TST reaction 
: ; i R A >15mmof | 
induration 2 5mm induration >10 mm of induration | i e | 
. induration 
sıze 
Considered 1. HIV-infected persons I. Recent immigrants (within last 5 1. Persons with no 
positive in years) from high-prevalence risk factors for TB 
) countries. 
- 2. Recent contacts of infectious TB cases. 2. Injection drug users. 
3. Persons with fibrotic changes on chest 3. Residents or employees of high- 
radiograph consistent with prior TB. risk congregated settings (prisons, 
jails, long term care facilities for 
the elderly, hospitals and other 
healthcare facilities, residential 
facilities for patients with AIDS, 
and homeless shelters). 
4. Organ transplant recipients 4. Mycobacteriology laboratory 
personnel. 
5. Those who are immunosuppressed for 5. Persons with the clinical conditions 
other equivalent of > 15 reasons(taking an | previously mentioned. 
mg/day of prednisone for 1 month or more 
or taking TNF-a antagonists). 
6. Children younger than 4 years of 
age 
7. Infants, children, or adolescents 
exposed to adults at high risk for TB 
) disease. 


5.3. Chest Radiograph: 
5.3.].Chest radiographs help differentiate between LTBI and pulmonary TB disease in 


individuals with positive TST results. 
5.3.1.1. For TST-positive individuals: 


5.3.1.1.1.1. Order chest radiography as part of a medical evaluation for a 


person who has a positive TST. 
5.3.1.1.1.2. Determine baseline CBC and liver function test (LFT). 


5.3.1.1.2. Refer to the primary care consultant for evaluation and possible 
prophylaxis. After baseline testing, routine periodic  retesting is 
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recommended for persons who had abnormal initial results and other 
persons at risk for hepatic disease. 
5.3.1.1.3. At any time during treatment, whether or not baseline tests were 
done, laboratory testing is recommended for patients who have 
symptoms suggestive of hepatitis (e.g., fatigue, weakness, malaise, 
anorexia, nausea, vomiting, abdominal pain, pale stools, dark urine, 
and chills) or those who have signs of jaundice. Patients should be 
instructed at the start of treatment and at each monthly visit to stop 
taking treatment and to seek medical attention immediately if 


symptoms of hepatitis develop and not to wait until a clinic visit to 


stop treatment. 


5.4. Special Considerations during Pregnancy: 
5.4.1.Consider immediate treatment for LTBI if the woman is HIV-infected or has had 


recent contact with a TB case and monitor the patient. 
5.4.2.In the absence of risk factors, wait until after the woman has delivered to avoid 


administering unnecessary medication during pregnancy. 


5.4.3.INH administered daily is the preferred regimen. 
5.4.4. Supplementation with 50 mg pyridoxine (vitamin B6) is recommended. 





imens 


Adult: 5 mg/kg 
Children: 10-20 mg/kg Daily x 9 months 


Isoniazid 
Maximum dose: 300 mg 


5.5. Table 4: Treatment Re 





Or 
Adults: 10 mg/kg 
Children: 10-20 mg/kg Daily x 4 months 


Rifampin 
Maximum dose: 600 mg 
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1. PURPOSE 
1.1 To provide guidelines to manage an ‘nfectious disease outbreak in the hospital, 
including early identification, initiation of appropriate control/containment 
measures to prevent the spread, and assigned responsibil ities. 


2. DEFINITION 
2.1 NIL 


3. POLICY l 
3.1 Hospital should have a specific set of actions or guidelines planned in advance 
to coordinate activities during an outbreak of communicable or infectious 


diseases. 


4. RESPONSIBILITY 
4.1 OUTBREAKS TEAM 


5, PROCEDURE 
5.1 Steps Of An Outbreak Investigatio 


§.1.1 Verify the diagnosis; identify 

5.1.1.1 Describe the initial magni 
got the facility's attention. 

5.1.1.2 What diagnosis has been established? 

5.1.1.3 What agent (bacterial, viral, other) has been identified? 

5 1.1.4 Develop a case definition (specific criteria for a case) 

5.1.1.5 A ‘case definition’ is a means of classifying persons as "cases" or 
«non-cases" based on whether or not they meet the criteria 
identified for the specific outbreak. A new case definition will be 
created for each outbreak and generally includes a combination of 
signs, symptoms, dates, locations, etc. that define the illness at 
hand. A case definition can be altered as the outbreak progresses 
and further information is discovered Example: All residents who 


have had 3 or more loose stools in the last 24 Hours 


n: 


the agent 
tude of the problem and what symptoms 


Confirm that an outbreak exists 

5.1.2.1 Use your case definition to find all cases 

5.1.2.2 Based on your knowledge in 4.1.1, are the numbers of cases 
above what is endemic (usually seen) in the facility? If yes, 


consider that an outbreak exists. 


5.12.3 Do you have an outbreak? If yes, procee 
No.1 and inform hospital administration and Di 


VW EP 


d and used outbreak form 
rectorate Of 
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Infection Control In Jazan. If no, report will made with 
justification why this case is not considered an outbreak. 
5.1.3 Search for additional cases. 
5.1.3.1 Encourage immediate reporting of cases (laboratory, physicians, 
and personnel). Search for other cases by retrospective record 
review, lab reports, etc. 
5.1.4 Characterize the cases by person, place, and time. (Prepare a line listing 
and draw epidemic curve) 
5.1.4.1 The ‘line list is an important tool in effective outbreak 
management. It is a means of collecting data that are pertinent to 
each individual case and the outbreak as a whole. It is essentially 
a database of rows and columns. Each row represents a case and 
each column represents descriptive factors or clinical details (i.e. 
date of birth, onset date, symptoms, recovery dates, etc.) 
5.1.4.2 An epidemic curve: is a graph in which the cases of a disease that 
occurred during an epidemic are plotted according to the time of 
onset of ilIness in the cases. 
5.1.4.3 Use outbreak forms No.2 by IC responsible in hospital 
5.1.5 Form a tentative hypothesis (best guess at the time). 
5.1.5.1 Reservoir 
5.1.5.2 Source 
5.1.5.3 Mode of transmission 
5.1.5.4 Review data to determine common host factors and exposures. 
5.1.5.5 Use outbreak form No.3 by IC responsible in hospital 
5.1.6 Institute preliminary control measures. 
5.1.6.1 Initiate control measures based on what you know. (Hand 
hygiene, isolation ) 
5.1.6.2 Date of implementation of control measures 
5.1.6.3 Assistance needed? cohorting, etc.) Determine if you need 
outside assistance. 
5.1.7 Test the hypothesis. 
5.1.7.1 Many long term care facility problems never reach this stage. It 
may end without intervention or simple control measures may 
cause the problem to cease. Special epidemiologic studies may be 
needed and we may need to seek help. 
5.1.8 Refine the control measures. 
5.1.8.1 Add additional control measures if needed. 
5.1.9 Monitor and evaluate the control measures. 
5.1.9.1 Are control measures being used appropriately? If Yes continue If 
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No ensure compliance 
5.1.92 Evaluate control measures. Did cases cease? If Yes continue If 
no, consider additional actions. 
5.1.10 Prepare and disseminate a final report. 
5.1.10.1 Make the final report as detailed as possible. 
5.1.10.2 Use outbreak form No. 4 and reported by IC responsible in 
hospital . 
5.1.10.3 Reported to : 
e Hospital Directorate through email to 
(giz-hos-hh@moh.gov.sa) 
e Directorate Of Infection Control In Jazan through email to 
(giz-phec-afi@moh.gov.sa) 
e Infection control committee . 
5.2 Activity and Responsible Person(s) : 


Responsible Person(s 


Infection Control coordinator 












Notify the hospital director and directorate Of 
Infection Control In Jazan . 


Identify patient and healthcare worker 
contacts of cases. 


Identify cases, verify the diagnosis, and 
search for additional cases. 













Attending Physician(s), Nurse 
Manager/Charge Nurse, ICP, Employee 
Health Clinic, Microbiology Laboratory 









Conduct epidemiological investigation and 
institute isolation and barrier precautions to 
assess source(s), pathogen(s) and the mode of 


transmission. 
Notify Microbiology Laboratory of need for 
diagnostic tests. 



























Infection Control supervisor , infection 
control staff, director of Nursing Services, 
medical director, microbiology, public health 
and others as deemed necessary 


Infection Control supervisor 






Establish an ad-hoc committee to manage the 
potential outbreak 


Advise Hospital Administration. 
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Inform and assess patient contacts for Attending Physician, infection control staff, 

prophylaxis. Director of Infection C ontrol/Designee 

Direct HCWs to the Employee Health Clinic for | Infection control staff (for physicians), Nurse 
Manager (for other healthcare workers) 


assessment. 








Assess HCWs for prophylaxis work S 

MU prophylaxis anc vork Employee Health Clinic. 

exclusion. 

Designate infected and non-infected cohort 

i eb e : ree weg — ad Infection Control supervisor, ICP, Director of 
y : Nursing Services, Department Chairman 


patient status, and 
admitting needs. 








or in consultation 






Infection Control supervis 
with Hospital Administration and Department 


Chairman and Director of Nursing Services 





Declare unit/ward closure if necessary. 





6. ATTACHED FORMS 
6.1 Outbreak form No.1 


6.2 Outbreak form No.2 
6.3 Outbreak form No.3 
6.4 Outbreak form No.4 


ention and Control (MOH) 


4. REFERENCES 
d Edition Manual(2018) 


7.2 General Directorate of Infection Prev 
GCC Manual for Infection Control 3' 
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APPENDIX IPC-36-01 


Modified CDC/Spaulding Classification of Contaminated 
Patient Care Items and Environmental Surfaces 


Dental Relative Risk 
Classification Description Clinic / Laboratory of 
| Examples | Disease 


Patient Care Items 

Cutting instruments; Heat sterilization; 
Surgical burs, files, and sterile, 

| needles; handpieces and single —use disposables 
scaler tips 

| Hand instruments ( non- Heat sterilization; single 

— ing; isposables; 
Semi-critical Contacts mucosa cutting; mouth props, plastic Intermediate vi are um 

prophy angles; rubber dam | chemical sterilization 
frames 


Clean with detergents 

( no blood or saliva ); 
intermediate- level 
disinfection if visibly 
contaminated with blood; 
disposable barriers 


Clean with detergent 
( no blood or saliva ) and 
low-level disinfection 

( HIV/HBV label claim ) 
Intermediate- level 
disinfection if visibly 
contaminated with blood; 
| disposable barriers 


Rarely contacts dental e 
Floors; walls; countertops 
Housekeeping personnel or patients 
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Surface Recycling 


Process 

























Penetrates tissue; 
Contacts open tissue 




















Blood pressure cuffs; 
radiograph head cone; 
pulse oximeters 
















Non — critical 
( no intraoral 
contact ) 


Contacts unbroken 
skin 



















Environmental Surfaces 





















Usually contacts 
| dental personnel, 
but not patients 


Dental unit surfaces; 
laboratory equipment 













Clinical contact 








If no obvious blood, 
sanitize with detergent; 
intermediate-level 
disinfection if visibly 
contaminated with blood 
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1. PURPOSE 


s the required steps needed to prevent the transmission of 


l.l. This policy outline 
e hospital. 


multidrug resistant microorganisms (MDROSs) within th 


2. DEFINITIONS 
ëch MDRO: MULTIDRUG RESISTANT ORGANISMS 
3. POLICY 


3.1. MDROs are bacteria that are resistant to many or all antibiotics. 

3.2. Methicillin-resistant Staphylococcus aureus (MRSA) and vancomycin-resistant enterococci 
(VRE) are the primary resistant microorganisms encountered in the hospital. 

3.3. The emergence of other gram-positive and gram-negative drug-resistant microorganisms 1s 


on the rise. 
3.4. standard precautions must be observed for all patie 


nt care. 
4. RESPONSIBILITY 


4.1.1PC Team to Establish Surveillance 
4.2. Patient Care Providers to Follow Isolation Precaution 


s. PROCEDURES 


5 |. Notification of the MDRO 
5.1.1. The microbiology lab or Infection Control Practitioner (ICP) will notify the ward of 


the MDRO. 

5.1.2. Patients previously or discharged MDRO positive are flagged in MDRO 
documentation. 

5.2. Management of MD 

5.2.1. Initiate contact precau 

522. Patient must be in a sing 


same organism. 
§ 2.3. MDRO-positive patients who are in multi-bed rooms can be managed temporarily 
while waiting to be transferred to a single room or an appropriate cohort. 
thicle or curtain of the patient's bed 


52.3.1. Place a sign on the cı 
PPE and alcohol-based hand rub. 


52.32. Ensure easy access to 
52.3.3. Practice strict standard precautions between interactions with patients in the 


room. 
52.34.  Transferto a single room or cohort with another patient with the same 


organism as Soon as possible. 


RO-positive patients 
tions in addition to standard precautions. 
le room or can be cohorted with another patient with the 
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5.24. Place a contact isolation sign on the outside of the isolation room door. 
52.5. Practice strict hand hygiene. 
52.6. Cohort non-critical items such as stethoscopes and pressure cuffs with the patient. 
5.2.7. Store the minimum amount of supplies in the patient's room. 
5.2.8. Usean isolation cart for extra supplies (kept outside the room). 
529. Ensure that all staff understand and comply with the isolation precautions and hand 
hygiene protocol. 
5 2.10. Limit the patient's activity outside the room to treatments or tests. 
5.2.11. Notify receiving departments/wards (e.g.. Radiology, Endoscopy, Clinics, OR) of the 
patient's isolation status when the patient must be transported for treatment/tests. 
(Refer to policy IPC-21 Transporting Patients on [solation Precautions). 
5.2.12. Ensure concurrent and terminal cleaning of the isolation room and equipment as per 
housekeeping procedure. . 
5 2.13. Handle/discard contaminated items as per Standard Precautions. 
5.3. Medical 
5.3.1. Request Infectious Diseases consultation as needed by call 937. 7 
5 3.2. Discharge the patient from the hospital once his/her medical condition allows. 
e A Clearance/Discontinuation of Isolation . 
54.1. Discontinue isolation of MDRO-positive patient a 
prevention control department. 
S. 5. Screening of healthcare workers (HCWs) and the envir¢ 
5.5.1. Do not screen HCWs or the environment because it is not 
incurs unnecessary costs. 
5.52. IP&C may initiate such measures W 
5.6. Outbreak Management 
56.1. Management of ou 
cooperation of medical, nursing, 
5.7. Cleaning of the patient's room 
5.7.1. Perform regular or termina 


5.8. Linen 
5.8.1. Keepali 
5.9. MDRO -— ndix form [PC-37-01] MDRO bundle. 


9.1. To used appe M 
e 2. Calculate MDRO bundle compliance rate. 


fter consultation with the infection 


ironment 
typically indicated and 


hen indicated. 


tbreaks will be coordinated by the ICP and will require the 
laboratory and other departments. 


| cleaning as per housekeeping protocol. 


nen hamper in the isolation area. 


6. ATTAC HMENT 


6.1 appendix form MDRO bundle. 


T. REFERENCES 
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IPC coordinator 
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chairman 
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MDRO BUNDLE FORM 


SECTION - I PATIENT & HOSPITAL INFORMATION Date 
DDMMYYY x 


MRN: 


Location: 
ICU[ | SCA[_] Other {| 


Surveillance [ al E 
Plan Date : 3 
Gender : Male [ ] Female[ ] 
SECTION - 11 BUNDLE VARIABLES 
| DD/MM | DD/MM DD/MM | DD/MM DD/MM | Remarks 
OYES | [JYES cyes | OYES YES CY ES []YES 
1Strict.Hand hygiene O NO O NO ONO CINO O NO 
2. Follow Standard YES | gYES | DYES | OYES gYES | DYES [JYES 
Precautions NO [] NO O NO O NO [] NO O NO O NO 
ves | CIYES | OYES ps | OYES DYES | OYES 
O NO [] NO O NO [] NO O NO (J NO 
ves | pyes | GYES | DYES ops | coves | OYES | 
NO |Gno | ONo | ONO Hino | Ono | ONO 
yes | YES | GQYES | OYES oves | DYES | OYES 
no |GNnNo | no | ONO no |Oxo | ONO 
ves | gyes | DYES | OYES pjYES | DYES | EYES 
ano In | ONO | LINO Ono | ONO 


[J NO [] NO O NO O NO 


8 





3. Use of Contact 


Isolation 
Precautions 


LILI 
7 
O 









4.Enhanced 
Environmental 
Cleaning 


OO 











5.Continous monitoring 
of MDRO thru 
screening 


OO 






a 





6.Optimize antibiotic 
use 


0 
Z 
O 





7. Might add 


decolonization 
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Bundle Goal : Preventing MDRO by implementing ( 7 ) well — documented components of care. 
ntation on MRSA Form and submit to Infection Control. 


If the case is MRSA please complete all docume 


d increase of cases of a known HAI or the emergence of 


Outbreak : is defined as an unusual or unexpecte 
cases of a new infection. 


Case Definition : must meet one of the follow 


V If the number of cases of HAIs exceed the facility own endemic rates. 
X If there is more than 2 cases of HAIs with the same organisms linked to the same exposure at any given time or location 


within 3 days 
y If there is more than 2 transferred patients to ICUs with the same HAIs at any given time 
X If laboratory data shows 2 or more cases of : ( MDRO ) isolates that are resistant to more t 


ing criteria: 


han 2 classes of antibiotics 
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FORM-1 (IPC—035) 


Decolonization Record (Continuation ) 


Age: Sex: MRN : 








Name of Patient: 


Department & Room Number: Diagnosis : 


Mupirocin / Bactroban 







No. Teen tuegt Chlorhexedine 4% Reng of Nuiee 
ins Time Wash and Shampoo acl 
Day 1 


S 


Day 2 


> 
E 


Day 3 


> 


EF 


D 
"Si > 


Day 4 


ED 


Day 5 


Day 7 
E 


ai 

















SCREENING 1 ( Day 11 ) DATE DUE: DONE: 
SCREENING 2 ( Day 14 ) DATE DUE: DONE : 
SCREENING 3 ( Day 17) DATE DUE: DONE: 


COMMENTS: 
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FORM -1 (IPC - 015) 


MRSA Decolonization Procedure 


Name of Patient: . Age: Seu ` MIRN: 


EE 


Department & Room Number : u Diagnosis; — 5 5 0 


Assessment for decolonization will be performed by the ICP in consultation with the attending physician and an 


Infectious Disease Consultant. 
Maintain Contact Isolation During Decolonization Treatment: 


9-5, SUPPLIES: Chlorhexidine gluconate (CGH ) 4 % 
~ Mupirocin/Bactroban, per MD order 
Clean Linens for the Bed and patient 
Personal protective Equipment 
PROCEDURES: 
|. Spread full — strength CHG solution from neck to toes. ensuring coverage of underarms, groin, 
and between fingers and toes, 


1.1 Rinse with warm water and dry your skin from neck to toes with a clean towel 
1.2 Change the bed linens and the patient's clothing completely after each bath/shower 


1.3 Repeat this process twice a day 
1.4 Shampoo hair with the chlorhexedine solution for 3 days. 


. Apply Mupirocin/Bactroban ointment to anterior nares ( inside nose ) after chlorhexedine 
Treatment, when the patient is dry and dressed as ordered by the physician, 
NB: Mupirocin should not be applied to open wounds. 


tJ 


Së" 3. These treatments must be given for 7 consecutive days. 
4. Take a complete set of cultures from nares and previously positive sites 72 hrs. after 


decolonization. 
4.1 If first set of samples is negative repeat cultures 48 hours later. 


5. Three negative cultures are required before the patient is cleared of MRSA and can be taken out 


of isolation. 
NB: These results will be assessed by the ICP 


NOTES: 
|. The patient must not be on antibiotics at the time of screening 
2.If any swabs is positive, stop the screening process until further assessment 
3. Please complete all documentation on this form 
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1. PURPOSE: 
1.1. This policy describes the steps needed to prevent the spread of 


MRSA to patients, staff 


and visitor. 


2. DEFINITION: 
" 2.1. MRSA refers 
antibiotics. 


to the strain of Staphylococcus aureus that is resistant to p — lactam 


3. POLICY: 
3.1. Concerns about MRSA are re tion 


transmission and the limited number of anti 
by this microorganism. 
3.2. Screening can be initiated in emergence 
3.3. Patients admitted from the Emergency 
held in the ER awaiting the screening resu 


lated to the potential for healthcare associated infec 
biotics available to treat infections caused 


department (ER) - 
Room who qualify for screening should not be 
Its since this will unnecessarily delay 


admission. 


3.4. Initiate empiric c 
3.5. Standard precautions must be observed fo 


ontact isolation precautions during screening procedure. 


r all. 


P 4. RESPONSIBILITY: 
> 4.1. All care givers workin 
4.2. IPC teams to establish survei 


g to provide care to pt with MRSA 
llance as MRSA protocols 


5. PROCEDUREs: 
5.1. Management of suspected 
5.].1. Screen all patients who are 
5 1.1.1. Transfer from other hos 
within the past six months. 
5.1.1.2. Known to be previously MRSA positive. 
5.1.1.3. Roommates of positive patients not on precautions . 


5.1.2. Sites to screen are : 


5.1.2.1. Anterior nares. 
5.1.2.2. Open skin areas ( e.g. tracheostomy, pressure sores OF surgical wounds ). 


5.1.3. Specimen collection : 
5.1.3.1. Use sterile swab stick with transport medium. 


MRSA colonized patient : 


pitals or patients treated in another hospital, clinic 
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5.1.3.3. Moisten swab in transport medium before swabbing the site. 

5.1.3.4. Use same swab for identical sites : one swab for both nares, one swab for 
both axilla and one swab for both inguinal areas. 


5.1.3.5. Use. separate swabs to screen other sites. NB: The accompanying 
requisition should request * MRSA screen“ 
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- 


5.1.4.2.3. 


5.1.4.2.4. 
5.1.4.3. Limit the patient activities outside of the ward. 
s, OR) of 


5 1.4.4. Notify receiving departments / ward (e. g. Radiology, Clinic 
patient’s isolation status when patient must be transported for treatment / 
test, (Refer to policy IPC21: Transporting Patient on Isolation Precautions). 


5.1.4.5. If patient is MRSA positive, refer to Management of MRSA positive 


patients below. 
Confirmed Positive MRSA 


5.2. Management of Patients 
o be MRSA positive from surveillance screening upon or 


5.2.1. Patients determined t 


after admission. 
Readmitted patients that were MRSA positive on discharge ( flag / alert ) 


5.2.4 
5.2.3. Microbiology Laboratory: 
523.1. Notify the ward of MRSA- positive patients. 
5.2.3.2. Notify the IPCD of all new positive MRSA cultures. 
5.2.4. Nursing: 
from Nursing Supervisor. If a single room is not 


5.2.4.1. Request a single room 
readily available, two or more MRSA - positive patients can be cohorted 


after consultation with IPCD staff. 
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5.2.4.2. MRSA - positive patients who 
temporarily While waiting to be transferre 


appropriate cohort. 
5.2.4.2.1. Place a sign on the cubicle or curtains of the patient’s bed. 
5.2 4.2.2. Ensure easy access to PPE and ABHR 
‘nteractions with patients 


5.2.4.2.3. Practice strict standard precautions between 1 


in the room. 
5.2 4.2.4. Transfer to a single room or cohort with another patient with the same 
organisms as soon as possible. 
dditional to standard precautions 


5.2.4.3. Observe contact isolation precautions in à 
with all Patient care activities. 
n on the outside of the isolation room 


5.2.4.3.1. 
door. 
ply with the isolation precautions 


and Hand hygiene protocol. 
stethoscopes and pressure cuffs 


along With the patient. 
in the patient’s room. 


5.2.4.3.4. Store the 
for extra supplies ( kept outside the room). 


5.2.4.3.5. Use an isolation cart ! | 

5.2.4.4 Rescreening of MRSA - positive patients must occur in consultation with 
the IPCs. | 

5.2.4.5. Screen exposed patients who are shared a room with a known MRSA — 
positive for More than 48 hours. 

5.2.4.6. Limit the patient's activities outside of the ward. 

524.7. Notify receiving departments/wards of the patient's isolation status when 
the patient Must be transported for treatment / tests. 

524.8. Maintain Contact isolation during decolonization process. 

5.2.4.9. Ensure concurrent and terminal cleaning of the isolation room and 
equipment as per Housekeeping procedure. | 

5.2.4.10. Handle/discard contaminated items as per standard precautions 

2. staff providing direct patient care 1s recommended. 


5.2.4.11. Cohorting nursing 
d invasive 


5.2.2. Medical | Iu | 
5.2.5.1. Restrict antibiotic use ( especially broad spectrum antibiotics ) an 


devices when possible. g 
hen his/her medical condition allows. 


5.2.5.2. Discharge the patient w 
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5.2.5.3. Seck the advice of Infectious Disease Consultants of ICP regarding possible 
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decolonization by call 937. 


5.3. Discontinuation of Contact Isolation: 
5.3.1. Discontinue isolation of a MRSA positive patient in consultation with ICP. 


5.3.2. Criteria for discontinuing isolation : 
5.3.2.1. Antibiotic therapy is completed at least three days prior to rescreening. 
5.3.2.2. Vancomycin levels should be ZERO prior to rescreening. 
5.3.2.3. Three consecutive negative cultures from all previously positive site. If the 
first set of sample which was taken 3 days off antibiotics is Negative, repeat 


cultures 48 hours later. 
5324. Patient should not be receiving antibiotic therapy at any time during the 


screening process. 
5.4. Rescreening MRSA - positive Patients for the Purpose of Discontinuing Contact 
Isolation 
5.4.1.Sites to screen: 
5.4.1.1. Anterior nares 
5.4.1.2. Previously positive sites 
5.4.1.3. Any indwelling catheter sites 
5 4.1.4. Non intact skin areas (e.g.; tracheostomy, pressure sores or surgical wounds) 
5.5. Screening of HCWs and the Environment 
5.5.1. Do not screen HCWs or the environment because it is not normally indicated and 
incurs unnecessary costs. 
5.52. IPCD may initiate such meas 


5.6, Outbreak Management | | 
rdinated by the IPCD and will require the 


5.6.1. Management of outbreaks will be coo 
f medical. Nursing, laboratory and other departments. 


ures when indicated. 


cooperation O 
5.7. Cleaning of the Patient's Room | 
5.7.1. Regular cleaning as per housekeeping protocol 


572. Terminal cleaning upon patient discharge. 
5.7.3. The room can used as soon as all cleaned surfaces are dry. 


5.8. Linen 
5.8.1. Keep a linen hamper in the isolation area. 


5.9. Ambulation 
5.9.1. Patients with infected body fluids: 


5.9.1.1. If they are able to contain their body fluids ( secretions, urine, stool ), 
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patients may walk in the corridors but cannot enter the visitor/patient area 
5.9.1.2. If unable to contain their body fluids, patients must be encouraged to stay In 
their rooms and be reassessed frequently. 
5.10. Watchers/V isitors 
5.10.1. Provide information about MRSA as required. 
5.10.2. Hand hygiene must be emphasized after patient contact. 
5.10.3. Watchers and visitors must be instructed to wear appropriate PPE if assisting 
with direct patient care. 
5.] Il.Decolonization Protocol (Refer to appendix IPC38-01 MRSA Decolonization 
Procedure) 
5.11.1. Treat nares topically for periods not exceeding seven days with Bactroban 
( Mupirocin) cream ( only if the organism is Mupirocin — sensitive ); restrict use 
as resistance to this agent is well documented. 
5.11.2. IPC staff will assess patients on an individual basis to determine the need for 
Decolonization with chlorhexedine wash ( suppressive therapy) to reducc/inhibit 
MRSA skin colonization. 


6. REFERENCE: 
6.1. GCC Infection Prevention & Control Manual 3" Edition, January 2018 


7. ATTACHMENT 
7.1. MRSA Decolonization Procedure form 
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1. PURPOSE 
1.1 To provide guidelines on proper infection control practices in dental care settings. 


ò 2. DEFENITION 
N/A 


3. RESPONSIBILITY 
3.1. DENTAL CLINIC STAFF 


4. POLICY 
4.1 Patients and Dental healthcare workers may be exposed to a variety of infectious, viral, and 


bacterial agents in dental care settings. 
42 Routes of microbial transmission: 


4.2.1 General Routes: 
42.1.1 Direct contact with a lesion, organisms or potentially infectious secretions when 
performing intraoral procedures (e.g., practicing without wearing gloves). 


4.2.1.2 Indirect contact via contaminated instruments or disposable items (e.g.. 
accidental percutaneous exposure from used needles). 
4.2.1.3 Airborne or droplet via aerosolization of microorganisms from patients’ blood or 


saliva while using devices that can generate droplet spatter (e.g., air water 
devices, dental hand pieces). 
22 Dental healthcare workers and patients as modes of transmission during patients care: 


4.2. 
4.2.2.1 Patient to Dental healthcare workers transmission of potentially infectious 
microbes can occur through breaks in the skin or through airborne exposure. 
4.2.2.2 Dental healthcare workers to patient transmission of potentially infectious 
occur as a result of Dental healthcare workers bleeding into a 


microbes can 
ugh respiratory droplets passed 


patient’s mouth after sharps exposure or thro 
from Dental healthcare workers to the patient. 

4.2.2.3 Patient to patient transmission can occur if instruments are improperly 
reprocessed or due to improper hand hygiene or improper glove wearing on the 


part of Dental healthcare workers. 


5. PROCEDURES 
5.1 Treat every patient and instrument as potentially infectious with a life-threatening blood borne 
pathogen. 
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52 Dental healthcare workers 
5.2.1 All susceptible Dental healthcare workers should be vaccinated against hepatitis B. This 


vaccine is provided free of charge to at-risk employees by employ health clinic. 
5.2.2 Response to hepatitis B vaccination (Anti-HBs) should be done after four weeks from 
completing vaccine series. (Refer to policy IPC-28 hepatitis B immunization for 


healthcare workers). 
5.2.3 Must be provided with basic infection control license annually 


5.3 Standard precautions 
5.3.1 Practice standard precautions (hand hygiene and use of mask, gloves, goggles, face 


shield, gowns or aprons). 

5.3.2 Dispose of sharps properly in puncture-proof containers; do not bend. 

5.3.3 Use paper with impervious backing, aluminum foil, or plastic covers to protect items 
and surfaces (e.g., light handles or X-ray unit heads) that may become contaminated by 
blood or saliva during use and that are impossible to clean and disinfect. Remove these 
covers (while still gloved), discard them, and replace them (after ungloving and washing 


hands) with clean materials between patients. 


54 Pre-procedural mouth rinsing 
5 4.] Patient should rinse with an antimicrobial mouth rinse before a dental procedure to 


reduce oral flora. 


5.5 Unit dose concept | | 
5.5.1 Preparing or dispensing a sufficient amount of material for a particular procedure before 
patient contact and discard any excess at completion. Single dose solutions or 


medications are recommended to prevent cross-contamination. 


56 Patient screening and evaluation 
5.6.1 Always obtain and determine the current health status of the patient, and always 
perform a thorough head, neck and oral examination to identify previously undiagnosed 
medical problems (examination may indicate a need for medical referral for the patient. 
e.g. for diagnosis of active tuberculosis). 


5.7 Barrier techniques E 
5.7.] The use of barriers is important for reducing tissue contact with potentially infectious 


pathogens and materials, ultimately reducing cross-contamination and cross-infection 


between Dental healthcare workers and patients. 
572 Dental healthcare workers must wear protective attire when performing treatment 


procedures capable of causing splashes, spatter, contact with body fluids, or contact 
with mucous membranes or when touching items or surfaces that maybe contaminated 


with these fluids. 
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5.7.3 The type of protection depends on the dental procedure. 
58 Instrument Reprocessing: Cleaning, Disinfection and Sterilization 
5.8.1 General principles 
4] All dental and medical instruments can 
critical or non-critical, depending on the potentia 
intended use and how they are reprocessed. (Refer to Appe 
CDC/Spaulding Classification of Contaminated Patient Care 


Surfaces. 
5.8.2 Dental instruments 
5.82.1 Wear heavy-duty (reusable utility) 
5822 Clean the instruments should bc done in C 
(CSSD) for disinfection and sterilization. 
5.82.3 Place the instruments into à container and use pre-klenz gel to prevent organic 


material from drying on their surfaces, thus making cleaning easier. 
5.8.3 Dental units and environmental surfaces can be divided into 
5.8.3.1 Clinical surfaces 
e After treatment of each pati 
clean countertops and denta 
contaminated with patient materia 


agent, and water for cleaning. 
e After cleaning an environmental surface contaminated with patient material, 


disinfect it with a chemical germicide registered as a “hospital disinfectant” 
and labeled such :ntermediate-level disinfectants include alcohol 70% and 
chlorine-containing compounds such as diluted household bleach (sodium 
hypochlorite). The manufacturer's recommended contact time (kill time) 


should be used. 


5.8.32 Housekeeping surfaces 
e Clean floors, walls, and other housekeeping surfaces a hospital-approved low- 


level disinfectant such as a quaternary ammonium compound. 

59 Use and care of hand pieces, anti-retraction valve, and other intraoral dental devices 
attached to air and water lines 
5.9.] Heat-sterilize all high-speed dental hand pieces, low-speed hand piece components used 

intraorally, and reusable prophylaxis angles. Acceptable methods of sterilization include 
steam under pressure (autoclaving), dry heat, or heat/chemical vapor. It is NOT 
acceptable to reprocess high-speed dental hand pieces, low-speed hand piece 
components used intraorally, and reusable prophylaxis angles by wiping or soaking 


be classified into three categories: critical, semi 
| risk for infection associated with their 
ndix IPC 36-01:Modified 


Items and Environmental 


gloves when dealing with instruments. 
entral Sterile Supply Department 


ent and at the completion of daily work activities, 
| unit surfaces that may have become 
|. Use paper towels, an appropriate cleaning 
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these instruments in liquid chemical germicides. 

5.9.2 Follow the manufacturer's instructions for cleaning, lubrication, and sterilization of 
hand pieces and reusable prophylaxis angles to ensure effective sterilization and 
longevity of the instruments. 

5.9.3 Install anti-retraction valve (one-way flow check valves) in dental unit water lines to 
prevent fluid aspiration and to reduce the risk of the transfer of potentially infectious 
material. Ensure routine maintenance of anti-retraction valve. 

5.9.4 Run high-speed hand pieces to discharge water and air for a minimum of 20 to 30 
seconds after use on each patient. If possible, use an enclosed container or high velocity 
evacuation during discharge procedures to minimize the spread of spray, spatter, and 
aerosols. 

5.9.5 At the beginning of each clinic day, remove hand pieces and allow water lines to run 
and discharge water for several minutes to reduce overnight microbial accumulation. 

5.9.6 Use sterile water or saline as a coolant/irrigator when surgical procedures involve 
cutting bone. 

5.9.7 After treatment of each patient, clean and sterilize reusable intraoral instruments 
attached to, but removable from, the dental unit air or water lines (e.g., ultrasonic scaler 
tips and their component parts and air/water syringe tips) in the same manner as hand 
pieces. Follow the manufacturer's instructions for reprocessing. 

5.9.8 Some dental instruments have components that are heat sensitive or are permanently 
attached to dental unit water lines. Other instruments (e.g., handles or dental unit 
attachments of saliva ejectors, high-speed air evacuators, and air/water syringes) that do 
not enter the patient's mouth can become contaminated with oral fluids during treatment 
procedures. Cover these instruments with impervious barriers that are changed after 
each use or, if possible, clean and then disinfect them with an EPA-registered “hospital 

















VERSION:2 


disinfectant. 
5.9.9 Flush all water lines to all instruments thoroughly after the treatment of each patient and 


at the beginning of each clinic day. 
5.9.10 Advise patients not to close their lips tightly around the tip of the saliva ejector to filter 
oral fluids. 


5.10 Water quality 
5.10.1 Use water that meets the EPA regulatory standards for drinking water (i.e., <200 


CFU/mL of heterotrophic water bacteria) for routine dental treatment output water. 
Schedule water sampling must be done to monitor water quality. 


5.11 Single-use disposable instruments 
5.11.1 Use single-use disposable instruments (e.g., prophylaxis angles, prophylaxis cups 
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and brushes, tips for high- speed air evacuators, saliva ejectors, and air/water 
syringes) for one patient only and discard after use. 
5.12 Disposal of infectious waste materials 
5.12.1 Pour blood, suctioned fluids, or other liquid waste into a drain connected to a 
sanitary sewer system. 
5.12.2 Place solid waste contaminated with blood or other body fluids in sealed, sturdy 
impervious yellow bags that are leak Proof. 
5.13 Dental radiography asepsis 
5.13.1 Wear gloves when taking radiographs and when handling contaminated film packets. 
Other PPE (e.g., mask, protective cyewear, protective clothing) is required when 
spatter or splashes of blood or other potentially infectious materials is anticipated. 


ATTACHMENT 


4.] Appendix IPC 36-01:Modified CDC/Spaulding Classification of Contaminated Patient Care 
Items and Environmental Surfaces. 


REFERENCES 
5] GCC Infection Prevention & Control Manual 3rd Edition, January 2018 
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| | category Il. Precautions | | | family 
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Anthrax 
Plague 
Rabies 


Precautions 










Emerging Avian influenza 
viruses 

viral Hemorrhagic Fever 
(VHF) 
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1. PURPOSE 
1.2. To provide food services staff with infection control and environmental health guidelines 


and standards to prevent food borne diseases and food poisoning. 


2. DEFINITION: 
~? 2.1 No uncertain terms to be defined. 


3. POLICY: 
3.1 It is the policy of the dietary services that all staff shall comply with the infection contro] 
guideline to protect themselves and the patients served. 


3.2 Provide written standards for: 
32.1] Safe preparation, handling and storage of food to minimize contamination by 


microorganisms and chemicals. 
322 Cleaning and sanitizing of trays, utensils, tableware and other surfaces. 
3.2.3 Employee health and work restrictions. 


3.2.4 Employee orientation, education, and training. 
12.5 Valid health certificates review by employ health clinic and infection control 


department. 
Conducts educational programs for personnel conceming food preparation and storage and 
personal hygiene and their relevance to food borne infections. The educational sessions 

should include and not be limited to the following: 


a. 3.3.1 Hand hygiene. 
3.332 Bacterial growth and temperature. 


3.3.3 Food storage, preparation, transportation and display. 
33.4 Sanitation and disinfection. 
3.3.5 Personal hygiene. 


lad 
oe 


4. RESPONSIBILITY 
4.1. EHC staff 


4.2. dietary services supervisor 
43. IPC Team to monitoring compliance dietary services staff 


5. PROCEDURES 


5.] General instruction: 
5.1.1 Assures that food handlers are monitored appropriately for illnesses. 
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5.1.2 Restricts unauthorized personnel from entering food preparation areas and food 
facilities in general. 

5.1.3 Restricts visitor entry unless the visitor is wearing a over coat and hair cover. 

5.1.4 Assures that food handlers carry out all cleaning procedures in a manner consistent 
with optimal food hygiene. 

5.2 Food handlers 
5.3.1 In addition to the hospital pre-employment screening requirements, food handlers 
complete a screening process involving the following: 
5.3.1.1 Clinical examination (evaluation of the chest and abdomen as well as 
possible skin diseases and other communicable diseases). 

5.3.1.2 Chest X-ray to rule out pulmonary tuberculosis. 

5.3.1.3 Stool analysis for ova and parasites. 

5.3.1.4 Stool tests and cultures for Salmonella, Shigella and Vibrio cholera routinely 
upon hiring ,every 6 month and after returning from vacation. 

5.3.1.5 Vaccination for meningococcal disease, with a booster every 5 years. 

5.3.1.6 Vaccination for typhoid fever, with a booster every 5 years. 

532 Receive a valid medical examination certificate indicating that they are free from 
infectious diseases and fit to work as a food handler; this certificate must be review by 
the Infection Prevention & Control Department and will be valid for one year, 
renewable yearly after an assessment of the food handler. 

5.3.3 Follow proper and frequent hand hygiene and personal hygiene practices 

53.5.1 Fingernails: Keep fingernails trimmed and filed; do not apply finger nail 


polish or artificial fingernails. 
53.52 Jewelry: Do not wear jewelry on the arms and hands while preparing food to 


allow for proper hand hygiene. 

53.6 Wear and maintain proper clean attire during food handling (clean uniform, apron, 
hair and beard restraint, clean gloves when needed). Do not wear street clothes in food 
service areas. 

5.3.7 Do not eat, drink or smoke while preparing or handling food. 

5.3.8 Do not go to the washroom with masks or gloves on. 

5.3.9 Do not leave the work area with mask or gloves on. 


5.4 Purchasing and receiving 
5.4.1 Purchase food from a reputa 
date and signs of spoilage. 


54.2 Reject damaged food or containers. | 
54.3 Select food products in commercially filled, unopened packages whenever possible. 


54.4 The receiving personnel should check the following items 


544. Temperature strips of potentially hazardous foods. 
5442 Inspection stamps and labels/tags of meat, eggs, milk, poultry, fish, juice, and 


ble source and inspect upon delivery for the expiration 
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pureed food. 
5.4.4.3 All use-by and expiration dates. 
5.4.4.4 Color, texture, odor and condition of products. 


5.4.4.5 — Temperature of frozen and refrigerated food, including milk. When the 
outside temperature reaches 90°F (32°C), all refrigerated perishable item need to 


be refrigerated within | hour. 
5.4.4.6 — Open and examine contents of tampered or damaged containers; if 


appropriate reject product. 
5.4.4.7 — Inspect for signs of pest infestations and/or spoilage. 
5.4.5 Store perishable foods immediately at the proper temperature. 


5.4.6 Dispose of damaged items. 


5.5 Storage 
5.5.1 Store non-perishable food in clean, dry, properly ventilated areas and inspect them 


periodically for expiration dates and any signs of spoilage. 
5.5.2. Store food in designated areas. Do not store in housekeeping and dishwashing areas 


or near any sources of potential contamination. 
5.5.3 Store in clean wrappers or containers with covers; label contents appropriately with 


date when item was received. 
5.5.4 If products are removed from original container that has the lot number, it is 


important to maintain lot numbers to be able to track and recall in the event of an 
identified problem. 

5.5.5 Store eggs in original container in the refrigerator at 45°F (7°C). 

5.5.6 Remove all corrugated cardboard as soon as possible, because these boxes may 
deteriorate or damage the product, the product may leak, or water damage may be 
present, any moisture rots the boxes, and these conditions allow for pest infestation 


and possible damage to the product. 
5.5.7 Keep storage areas and vehicles that transport food clean. The area must have 


| variable lighting, ventilation, and air circulation. A temperature range for dry storage is 
50°F to 70°F (10°C to 21°C).Document monitoring of temperature in a log book. 


5.5.8 Low temperature storage maintenance: 
Fruit and vegetables (except those in dry storage): 40°F to 45°F (4°C to 7°C). 


5.5.8.1 Frui 
5.5.82 ` Dairy products, meats, poultry, fish, and shellfish: 32°F to 40°F (0°C to 4°C) 
5.5.8.3 Frozen foods: -10°F to 0°F (-23°C to -10°C). 

5.5.9 Keep temperature logs of all storage areas, if a problem occurs, correct it and record 


the methods used to correct it, date, sign, and file. 
5.5.10 Store food at least 6-inches above the floor level on clean racks with slatted shelves 


or racks that prevent cross-contamination and proper air circulation. Never cover the 
slats with foil or other materials as this prevents flow of air, and, keep away from walls 


to facilitate cleaning and allow for pest control measures. 
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5.5.11 Shelving must allow for cleaning under the bottom of the shelf or flushing of the 
floor, away from walls to facilitate cleaning and reduce infestation of pests. 

5.5.12 Storage shelves should be at least 2 inches from outside walls that may sweat 
because of differences between inside and outside temperatures. 

5.5.13 Implement cleaning schedules and monitor for cleanliness. temperature, ventilation, 
and pest infestation. 


D 5.14 Never store toxic materials used for cleaning and sanitation in food storage area. 


Label and store in a locked area away from food and paper goods. 
5.5.15 Use the first in first out (FIFO) procedure to rotate stock. Periodically check the 
expiration dates on all food and supplies. 
2044 ° Monitor the temperature of all refrigerators and freezers and record them daily in a 
og. 
5.5.17 Maintain good housekeeping and hygienic conditions. 
5.5.18 Segregate food products according to each type such as poultry, meat, vegetables and 


fruits. 
5.6 Preparation 
5.6.1 Instruct personnel and supervise them regarding personal hygiene and food safety 
during food preparation. 
5.6.2 Wash vegetables and fruits properly. 
5.6.3 Thaw either in a microwave or refrigerator or under running water. Do not thaw at 
room temperature. 


5.6.4 Do not thaw and refreeze. 
5.6.5 Cook food thoroughly to reach the correct temperature for the specific type of food. 


5.6.6 Store food protected at the proper temperature once prepared to avoid contamination. 


Do not allow food to sit uncovered at room temperature. 

5.6.7 Avoid handling of food with bare hands; use proper, clean utensils such as tongs and 
spoons. 

5.6.8 Use separate cutting boards for raw meat, poultry, fish, raw fruits and vegetables and 
cooked food unless boards are non-absorbent (and will not scratch, chip, or crack) and 
can be cleaned and sanitized adequately between uses. 

5.6.9 Use clean equipment and utensils during food preparation and avoid cross 
contamination. 

5.6.10 Food and service workers responsible in the preparation of food should wear 
disposable gloves. Gloves should be removed before leaving the work area. When 
returning to the work area, hand hygiene must be performed and new gloves should be 
worn. Gloves should be changed and hand hygiene performed whenever the gloves are 
contaminated by touching potentially soiled surfaces such as floors, waste cans, 


cardboard, boxes, etc. 
5.7 Prevention Strategies for Safe Food Handling 


e —- — ge mm 
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5.7.1 Label all food with the preparation date and time. 


5.72 Thaw food 


5.7.2.1 Under refrigeration in which food temperature is maintained at or below 41°F 


(5°C). 
5722 Completely submerged under potable running water (at a water temperature 


of 70°F (21°C). 
572.3 Place food in a water type bag an 
every 30 minutes). 
572.4 As part of the cooking process; or, ina 
transferred to conventional cooking equipment wi 
5.7.3 No precooking and holding meats for final cooking. 
574 Chill cooked perishable leftover foods to an internal temperature of 5°C (41°F) or 
less or to 7°C (45°F) or less within 2 to 4 hours of preparation. 
57.5 Do not stack shallow pans on top of each other (allow air to circu 
being chilled). 
5.7.6 Rapid heating to 165°F (74°C) within 2 hours. 
57.7 Keep hot food at 135°F (57°C) or higher. 
57.8 Stirring food while holding. 
5.7.9 Do not pour a batch of new hot food into a batch of hot food being served. 
5.7.10 Do not use hot food-holding equipment (such as steam tables) to reheat food. 
5 7.11 Do not reuse food or condiments that have been previously served to customers 


(butter, sauce, dressings, chips, or bread). | 
5 7.12 Use sanitized, calibr: ted thermometers to monitor the temperatures, as required. 


5.7.13 All monitoring records should be documented in a log book. 


5.8 Transport, display and serving l 
5.8.1 Transport food to different areas while protected in temperature-controlled carts. 
d in inpatient care areas. 


58.2 Establish safe times for food items to be store | 
5.83 Protect food on tamination by the use of easily cle 


counter protector devices. 
584 Maintain food on display at the proper temperature, whether hot or cold. 


5.9 Washing and cleaning | u | 

5.9.] Establish comprehensive cleaning schedules to include different areas, equipment, 
fixtures, and physical facility structures (€.g., walls, floors). 

592 Monitor dishwasher washing and rinsing temperature to ac 

and cleaning of food utensils. 

59.3 After manual washing, sanitize all utensils and e 

(70°C) or the use of sanitizer (sodium hypochlorite 


and exposure time. . 7 
594 Wash all working surfaces: thoroughly rinse and sanitize them after ea 


d submerge in cold water (change the water 


microwave and immediately 
th no interruption in the process. 


late around food 


display from customer con anable 


hieve proper sanitation 


quipment either with hot water 
) with the appropriate concentration 


ch use with the 
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proper sanitizer, dilution, exposure time and water temperature. 


5.10 Water 
5.10.1 Use clean, potable and safe water in the food service facil ity. Test water routinely for 


its quality and potability. 


5.11 Waste management 
5.11.1 Store garbage in leak- and pest-proof containers with tight-fitting covers. 


) 5.11.2 Store all garbage containers either outdoors or above a smooth surface of 


nonabsorbent material. 
5.11.3 Wash containers and sanitize them routinely in an area provided with a floor drain 


connected to a sanitary sewer. 


5.12 Pest control 
5.12.1 To prevent the access of pests to food areas and allow for extermination, if 
necessary, follow appropriate pest control measures (e.g., sanitation, screens, closure 


of cracks and holes). 
5.12.2 Contracting with a pest control company to visit the department at least once a month 
5.13 Maintenance 
5.13.1 Identify and follow a cleaning and sanitization procedure for each piece of 
equipment used in food services. 


5 14 Work restrictions mE l l 
5.14.1 Kitchen staff with respiratory infections, gastroenteritis, diarrhea or hand infections 


or wounds are restricted from handling food. 
5 142 Refer the staff to employ health clinic or emergence department for treatment. 


5.14.3 The employee must have a medical report from the employee health clinic to return 
to work. 


6. ATTACHMENT 
6.1. NIL 


7. REFERENCES 


7.1 GCC Infection Prevention and Control 3rd Edition Manual (2018) 


í— 
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1. PURPOSE 
1.1 To provide clear infection control standards and guidelines on the appropriate 
care of the body following death to protect healthcare workers (HCWs), morgue 
staff and families from potential infectious exposures. 


2. DEFENITION 


2.1. N/A 


3. RESPONSIBILITY 
3.1] MORTUARY STAFF 
32 NURS INCHARGE 
33 DUTY MANGER 
4, POLICY 
e considered potentially infectious 


4. All dead bodies, body parts ar 
precaution is always observed at any time by any staff attending. 
f the body must be followed to protect 


42 Guidelines and standard on proper care o 
HCW and families from potential exposure risk. 

43 Preparing the deccased for the morgue always involves the handling of blood. 
body fluids, and biological agents and may also involve exposure to life- 
threatening biologicals, chemicals, radiation, or electrical current. 


and standard 


5. PROCEDURES 

5.1 Nurses | | | 
5].] Adhere to standard precautions and use appropriate personal protective equipment 
(PPE) at all times. 

51.2 After the physician declares death, perform the foll 
to blood and body fluid during transportation to pro 
5.12.1 Remove all disposable tubes and lines appropriately. 

ounds with impervious material to prevent oozing of body fluids 


5 1.2.2 Dress all w | 
or bleeding from wounds or previous catheter sites. 
dy bag and place the body in the bag. 


5.1.2.3 Request an appropriately sized bo e 
Follow the proper ‘dentification of the body, transportation, and documentation in the 


morgue. . 
with known infectious diseases and they should have body tags 


owing tasks to prevent exposure 
tecting morgue personnel: 


5.1.4 Identify Patients 

labeled with the appropriate category.(see table No.1) mU 
51.5 The nurse in charge or dedicated personnel will inform the morgue supervisor if the 
o n to harbor an infectious agent. (This information will also be 


deceased was know 
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confirmed in writing on the identification tag attached to the body bag.) 


51.6 Body parts (including placentas, stillborn, products of miscarriage, etc.) must be 


place in a red bag, clearly labeled. and stored in the refrigerator until delivery to the 


morgue. 
5.2 Morgue Staff 
52] Oriented and train all morgue staff and especially body washers through in-service 
training annually regarding the proper infection control practices (i.e., hand hygiene, 
modes of disease transmission, and the importance of PPE) and how to apply these 
practices. 
522 Observe always standard precautions and use appropriate personal protective 
equipment (PPE) at all times. 
522.] Avoid direct contact with blood and body fluids. 
5222 Use PPE (mask, goggles, latex/vinyl gloves, boots, waterproof full-length 
apron) to prevent splashing and contamination with body fluids. 
e Remove disposable PPE and discard immediately after the task is 
completed. 
e Reusable aprons and boots must be cleaned between patients and at the 
end of each shift. 
5.2.2.3 place contaminated linen in a laundry bag and send to the laundry. 
5224 Ensure that the body bags (which are plastic) are appropriately disposed of 
when the body is removed (in a yellow bag). 
52.2.5 Do not drink or eat inside the morguc. 
5.3 Needle stick or body fluid exposure 
53.1] Evaluated all morgue staff in the Employee Health Clinic on a yearly basis for 
other time as deemed necessary (such as after an 


5.3.2 Ensure that the 
54 Morgue Facility and Maintenance 


5.4.1 





5.4.2 For long term preservation o 


5.4.3 


54.4 Clean and disinfect all equipment, table and counter sur 


regular checkups and at any 


exposure to body fluid or blood 
death log book is available in the morgue. 


all time. 


Keep the morgue clean at 
f dead bodies, must provide a deep freezing 





compartment (temp<-! SPECK 





Monitor the temperature of the refrigerators (2-4°C) and record the temperature on 


the temperature chart on a daily basis. 
5.4.3.1 Any temperature failure (temperature out of range) must be reported to the Utilities 


and Maintenance (U&M) Department. 
faces, and transport trolleys after 
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every patient and at the end of the day. 


5.4.4.1 All tabletops, stretchers, and body boards must be made of washable material 
(plastic, vinyl, or stainless steel) to avoid water and body fluid contamination. 
5.4.4.2 Use hospital-approved disinfectants. 


5.4.5 Store all flammable chemicals and materials appropriately to avoid accidental exposure. 


6. ATTACHMENT 
6.1 Table No. 1 (Infection Disease Category) 


7. REFERENCES 
7.1 GCC Infection Prevention and Control 3rd Edition Manual (2018) 


8. APPROVAL 


are 
Prepared by: | Mr. Ali Noshili IPC coordinator 


VW 

a 
Mr. Ali Noshili IPC Dire Fux [s 
A A nde! 
Mr. Fahd Najmi eg 
det 
Mr. Torahim huma XA gt 


* Z 
IPC committee UE -— 















Reviewed by: 





Dr. Shwagy Alhazmi | Chairman d 





Concurred 





ctor 











Quality Dire 





Ms. Aisha Khubrani 










Medical Director 


Hospital Director CU 


Dr. Shwagy Alhazmi 


Mr. Khalid Al-Harthi 





Approved by: 








rth 
pe——— 





Scanned with CamScanner 


Kingdom of Saudi Arabia >. @ 
LN 





Ministry of Health ei 
Jazan Health Directorate daw dj lig 
AL-Harth General Hospital Ministry of Health 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
DEPARTEMNTAL POLICY AND PROCEDURE 








` POLICY NUMBER:| DPP: IPC-04 | APPLIES TO: LAUNDRY 








D P - TITLE: 4 LAUNDRY 
APPROVALDATE:| ` JUL30,24021 | EFFECTIVE DATE: AUG 30,2021 
DUE FOR REVIEW:| ` JUL 30,20 :R OF PAGES: 
— 30,2023 NUMBER OF PAGES:1 of 5 
PURPOSE 


1.1 To describe infection control practices for the hospital laundry to protect workers from 
exposure to potentially infectious materials during the collection, handling and sorting of 
soiled linen, which may be contaminated with blood and body fluids or other infectious 
material. Also, to describe infection control standards for the laundering process to restore 
soiled linen to a usable condition. 


DEFINITION 
2.1 CLEAN LINEN -Linen that has gone through the proper laundry processing to be 


rendered safe to handle by staff and for patient use. 

22 DIRTY (Non Infectious ) LINEN — Are linen that has been used or has come into contact 
with a contaminated surface, i.e., floor, dirty linen, patients, equipment etc. 

23 INFECTIOUS LINEN - Linen that are soiled with body fluids, blood or linen that are 
being used in the care of patient with diseases necessitating any for isolation precaution. 


POLICY o 
3.1 To reduce the possibility of occupational risks of infection transmission and/or exposure, 


laundry workers should focus on: 
3.1.1 Appropriate and frequent hand hygiene.(Refer to policy hand hygiene). 
3.1.2 Appropriate use of personal protective equipment (PPE). 


3.1.3 Removal of foreign objects from soiled linen. 
32 To restore soiled linen to usable condition, washing, bleaching, rinsing, and drying are 


necessary. 


RESPONSIBILITY: . . . l 
4.1 Laundry Personnel- responsible to provide quality services to patients and staff by 


maintaininga proper procedure on clean laundry to prevent spread of infection through 


improper washing & handling. | 
42 Health inspectors — responsible to monitors the process of line management in laundry. 


PROCEDURES 
5.1 Personal Protective Equipment (PPE) And Hand Hygiene ` ` DEM 
5]. Allstaff must be trained in the collection, transport, sorting and washing of soiled 


linen using the appropriate infection control measures, such as hand hygiene, 
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wearing PPE and adhering to standard precautions. 
5.1.2 Staff must be educated in the use of PPE 
5.1.2.1 When and what is needed. 
5.1.2.2 How to put on correctly. 
5.1.2.3 Where to dispose of used PPE. 
5.1.3 PPE requirements differ depending on the assigned area of the laundry. 
5.2 Collecting Contaminated Textile/Linens 
5.2.1 Nursing : The nurse should wear appropriate PPE when handling used or 
contaminated line. 
5.2.1.1 Contaminated linen should be bagged at the site of generation in a 
manner that minimizes agitation and prevents contamination of the 
environment and personnel. 
e Do not shake contaminated linen when removing it from the bed. 
e Place used linen in a laundry bag at the point of use. 
e Do not place on chairs or other furniture. 
5.2.1.2 Collect soiled linen in such a fashion as to keep the heavily soiled portion 
contained in the center by folding or rolling the soiled spot into the 
center. This action will reduce the risk of contamination and prevent 
leakage from soaking through. 
5.2.1.3 Care should be taken before placing soiled linen in a laundry bag to 
ensure that all non-textile items, including instruments, needles, or plastic 
single-use under pads, are removed. These items can cause extensive 
damage to laundry equipment. 
e [tems of this nature present the greatest risk to the HCW of acquiring 
a blood-borne infection. 
e Ensure that the patient's personal items (e.g., dentures, eyeglasses, and 
hearing aids) are not left in the linen. 
5.2.1.4 Laundry bags should not be filled more than */4 full. Once full , tie off 
soiled linen bags in the dirty utility room or a designated area for pickup 
by laundry staff. Linen bags must not be placed on the floor; use a bin or 
rack to keep the bags 8 to 10 inches off of the floor. 
5.2.1.5 Storage of soiled linens collected from the different areas of the hospital 
waiting for transport to the laundry service should be kept in an area that 
is not accessible to the public. 
52.1.6 Linen from isolation rooms is considered regular soiled linen. 
5.2.2 Laundry staff 
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5.2.2.1 Observe Standard Precautions while moving, loading and unloading 


soiled linens. 

Linen should not be sorted or pre-rinsed in patient care arcas. 

5.22.3 Care should be taken when removing laundry bags from these areas. Do 
not overfill the carts. 

5224 Do not hold bags close to the body, this step will help prevent the 
possibility of sharps injury from forgotten items in the linen. 

522.5 If Standard Precautions are followed when handling these soiled linens, 
the bags do not need to be color-coded or labeled. 

5.2.2.6 The laundry provider must maintain functional separation of clean from 
soiled linens in carts and/or vehicles at all times during the collection and 


transportation of soiled linens. 


5.3 Sorting Soiled Linen 
5.3.1 All personnel 
linen should: 
5.3.1.1 Be appropriately trained. 
53.1.2 Have adequate access to hand hygiene facilities. 
5.3.1.3 Use PPE (overalls, mask, head cover, heavy duty gloves, and boots). 
53.2 The bagged linen should be delivered to the 'soiled' area of the laundry. 
53.3 Itis important to be alert for sharp objects while sorting linen. If found, sharps 


must be disposed of appropriately. 
5.4 Laundering process (washing, rinsing, drying) 

54.] The laundering process is designed to remove organic soil and render the linen 
clean. The correct amount of each chemical (at an adequate dilution), the 
mechanical action of the equipment, the water flow, the water temperature, the 
timing (cycles), and drying must be optimized as part of the process 
5.4.1.1 High temperature: A temperature of at least 71°C (160°F) fora 

minimum of 25 minutes is normally recommended for the hot water wash 


cycle. 
ure: A lower temperature of 22°C-25°C (71°F-77°F) can 


5.4.1.2 Low temperat ! re of 22 
satisfactorily reduce microbial contamination in the washer. 


e The washing cycles (one for bleach wash), series of rinses, and the last 


rinse will neutralize any residual chemicals. 
e The amount of residual chlorine (bleach) should be between 50 and 


150 ppm and must be monitored and controlled. 


involved in the sorting and washing of contaminated healthcare 


5.5 Packaging and Storing 
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5.5.1 Maintain the lines in a clean state for delivery to the department. 

5.5.2. Wrapped liners into fluid-resistant bundles or place bundled but unwrapped linens 
into fluid-resistant covered carts or hampers. 

5.5.3 Keep unwrapped linens into carts or hampers covered at all times. If the cart does 
not have a solid bottom, it must be lined with heavy plastic or impervious paper 
before placing clean linens inside. 

5.5.4 Store bundled and wrapped linens in open racks in the laundry provided the 
integrity of the bundled and wrapped linens is not compromised. 

5.5.5 You may store unwrapped clean linens in designated rooms, where only the 
appropriate personnel have access to it. Keep the door close at all times. 

5.5.6 Reprocess any lines that become soiled during the packaging and storage. 

5.6 Delivery of Clean Linens 

5.6.1 Maintain functional separation of clean from soiled linens during transportation 
by bagging soiled linens in fluid-resistant containers. 

5.6.2 Do not store clean and soiled linens in the same container. 

5.6.3 Clean and disinfect properly carts, container, covers, and liners used to collect or 
transport soiled linens after the cart is emptied and before any next use. 

5.6.4 Clean the interior of the transport carts or containers on a regular basis or when 
visibly soiled. 

5.7 Needle/Sharps Injuries 

5.7.1 Instruct laundry employees to report any sharps injury occurring when handling 
linen as well as any improperly disposed sharps or needles. 

5.7.2 Provide a sharps container in the soiled linen area to dispose of any sharps found 
in the linen. 

5.8 Physical Facility 

5.8.1 Separation of clean and soiled linen 

5.8.1.1 Separate the areas for sorting and processing soiled linens from the areas 
for ironing folding, and storing clean linen. 

5.8.1.2 Separate the abovementioned areas with physical barriers and ensure 
appropriate ventilation. 

5.8.2 Hand hygiene facilities: The laundry areas must have hand hygiene facilities soap, 
water, paper towels, or alcohol hand rub) and PPE available for workers. 


ATTACHMENT 
6.1 N/A 
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Il. PURPOSE 
1.1 To establish infection control guidelines for the healthcare workers in the Labor and 


Delivery area. 


2. DEFINITION 
2.1 Restricted area: The restricted areas include the labor and delivery room. 
22 Semi-restricted area: The semi-restricted arcas include the hallway outside D.R. 


3. POLICY 
3.1 N/A 


4. RESPONSIBILITY 
4.1 All employees, contract workers, Volunte 
and Delivery area. This includes physicians, anesthesiologists, nurses 


personnel. 


ers, and students healthcare workers in the Labor 
and all ancillary 


5. PROCEDURES 
5] Labor and Delivery Personnel 


5.1.1 Personnel shall comply with the pre 
requirements. 
5.1.2 Employees shall 


5.1.3 A cap that covers 
shields, sterile gloves and sterile gowns shall be 


deliveries that take place in the restricted area. 

Standard Precautions shall be followed for all patients. 

5.1.5 Sharps shall be disposed of in puncture-resistant leak proof containers. The 
rs shall be closed and replaced when % full. 


-employment and the annual employee health 


eat and drink only in designated areas. 
all hair including beard and side burns, mask and eye protective 
worn by all personnel involved in 


containe 

5.1.6 Hand washing: 
5.1.6.1 A surgical 
procedure (Refer to p 
5.1.6.2 Circulating nurses an 
between cases. 


5.1.6.3 Good hand washin 
(as in the labor and recovery rooms). 


scrub (or alcohol gel) is required prior to each delivery or surgical 
olicy Hand hygiene) 
d observers need not scrub but shall wash their hands 


g is also essential before and after routine patient contact 


Scanned with CamScanner 


— — —— Se ES Gu ffe" Tm cn err 


ar 





Kingdom of Saudi Arabia 
Ministry of Health SRO 
Jazan Health Directorate d ual al lig 
AL-Harth General Hospital ider cof Hasbh 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 


^ DEPARTEMNTAL POLICY AND PROCEDURE 
POLICY NUMBER: DPP: IPC-043 | APPLIES TO: Delivery Room ` ` 


D p E ~O TITLE: | LABOR AND DELIVERY | 
| | u | 
APPROVAL DATE: JUL 302021 | EFFECTIVE DATE: AUG 30,2021. 

| 


| 





DUE FOR REVIEW: JUL 30,2023 | NUMBER OF PAGES:20f7 | 


a ssim m——p1 ttum — e mined 


VERSION:2 — 


$2 Patients 
5.2.1 Pre-operative and operative surgical preps shall be conducted as ordered by the 
operating surgeon and as outlined in the Nursing Procedure Manual. 
522 Isolation will be initiated when appropriate (see policy Isolation. ) 


Cn 
tod 


Family Members 
5.3.1 Family members will be asked to don appropriate PEE prior to entering the Labor 
and Delivery department. 
5.3.2 Caps that cover all hair on the head and face are required. 
54 Non-OR Personnel : Personnel who are not permanently assigned to the OR, but who must 
enter the Labor and Delivery 
5.4.1 Must follow the dress code as discussed by the Labor and Delivery . 
5.4.2 Must use appropriate PPE. 
5.4.3 Caps that cover all hair on the head and face are required. 
55 Antimicrobial Prophylaxis 
5.5.1 Cesarean Sections 
55.1.1 Laboring patient — If a patient has already received antibiotics for any ofa 


number of reasons, it will be at the discretion of the surgeon whether to 
administer any at the time of cesarean section. This decision may be based 
on the duration of time since an antibiotic was administered, the indication 
for antibiotic use, the pharmacokinetics of the medications used, the 
clinical condition of the patient, and the circumstances occurring at the 
time of the surgery. 

55.1.2 It will be at the discretion of the surgeon whether to administer antibiotics 
for scheduled repeat or elective cesarean sections. The literature 1s not 
conclusive on this issue. 


5.5.2 Antibiotic Choice 
5.5.2.1 The choice of the antibiotic will be left to the surgeon. The antibiotic 


generally used is a cephalosporin, but circumstances may necessitate use 
of a different antibiotic in some cases. 
5.5.3 Timing and Administration 
553.] Theantibiotic will be given intravenously by the anesthesiologist 
immediately after the umbilical cord is clamped. 


— — — 
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5.5.4 Documentation 
5.5.4.1 The decision not to administer prophylaxis should be made by the 


obstetrician; a physician's order to withhold antibiotics should be placed in 
the patient's chart in this Case. 

5.5.4.2 If prophylaxis is ordered, the anesthesiologist will administer it and 
document this on the anesthesiology OR flow sheet. 

5.5.4.3 The circulating nurse will also document whether prophylaxis was 
administered or not on the OR nurse records. When prophylaxis is not 
given, the nurse will document the reason it was not given in the OR nurse 


records. 


5.6 OR Suite Set-up 
5.6.1 Vaginal delivery packs will be opened and instrument tables set up for no longer 


hours. A label with date and time will be placed on the table when set up. After this 
time, the tables will be cleared, instruments will be reprocessed and other items 
discarded or reprocessed. 

5.6.2 Cesarean section trays and packs will be opened and tables set up for no longer than 
8 hours. A label with date and time will be placed on the table when set up. After 
this time, the tables will be cleared, instruments will be reprocessed and other items 


discarded or reprocessed. 
5.6.3 Anesthesiology staff will not set up the fluid warmer *Hot Line" in advance of 


cases. 
5.6.4 The intravenous set up for peripheral IV's will be assembled and placed in the 
warmer for no longer than 24 hours. The assembly will be labeled with date and 
time when set up. The IV set up will be placed in a yellow bag to prevent 
inadvertent touch contamination. After 24 hours, the tubing and fluids must be 


discarded. 
57 Monitoring Post Cesarean Section Surgical Site Infections 
5.7.1 The appearance of the surgical site in patients with suspected infection should be 


documented in the patient's medical record. 
57.1.1 Drainage (purulent, serous, serosanguinous) 


" ——]— 
—_— 
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TITLE: LABOR AND DELIVERY 


§.7.1.2 Erythema 
§.7.1.3 Swelling 
5.7.1.4 Tenderness 

5.7.2 Specimens of drainage or a swab of tissues in a newly opened surgical site should 
be sent for culture. 

5.7.3 When surgical site infection is diagnosed, the diagnosis should be documented in 
the patient's medical record and the causative microorganism recorded when 
established by culture. 


58 Environment 


5.8.1 Traffic in and out of the OR delivery rooms shall be kept to a minimum to prevent 
air turbulence created by activity. Surgical caps must be worn in all semi-restricted 


and restricted areas. 
5 $2 Doors shall be kept closed in the OR delivery rooms. Movement and conversation 


during cases shall be minimized. 
583 The back door leading from the delivery suite shall not be used as a short cut to 


transport supplies to or from any arca. 


5.8.4 All organic 


an absorbent cloth. 


matter on the floor shall be immediately wiped up by a gloved hand and 
This cloth shall be immediately discarded in the linen hamper. 


The gloves shall be removed before any further handling of supplies for the case. 


Spills shall be cleaned up appropriately. 
5.8.5 Sponge buckets shall have waterproof liners. 


5 8.6 All waste that is saturated or dripping w 


‘th blood or other bloody body fluids shall 


be discarded in a yellow bag as biohazardous waste. 


5 8.7 Birthing Room Environment: 
587.1 Items in the room (furniture, dra 
durable materials with a smooth imperv 


pes, pictures, etc.) shall be made of 
ious surface which can be cleaned 


and disinfected easily. 


5872 Routine terminal cleaning of th 


e room(s) shall be performed atter the room 


has been vacated. 


5.8.8 Housekeeping 
5881 Termination of Case 


Linens: The linen shall be bagged and taken to the soiled linen area. 
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e Kick Buckets: Kick bucket bags and sponge bags shall be securely 
closed before disposal. If the contents are saturated with blood or 
bloody body fluids, these bags shall be placed in a yellow biohazard 
bag before discarding. 

Equipment 

e All reusable items shall be sterilized or properly disinfected prior to 
reuse. 

e All disposable items shall be discarded after use. 

e Floors shall be wet mopped after each case. 

e Operating tables shall be thoroughly cleaned after each case. 


All blood spills or spills of bloody body fluids shall be cleaned according 
to the hospital guidelines. (Refer to spill kit management) 
Daily Cleaning 


Floors shall be thoroughly cleaned. 

All horizontal surfaces and furniture (i.e., operating tables, instrument 
tables, and cabinet doors) shall be cleaned and disinfected. 

Kick buckets shall be cleaned, disinfected and relined. 

Whecls and castors shall be cleaned and inspected carefully for debris. 
Sinks and faucets shall be cleaned with a suitable abrasive. 

Lounges, offices and workrooms shall be cleaned daily and kept in 
good order. 

Cleaning equipment shall be taken apart, cleaned with a detergent 
germicide, and allowed to dry. 

Routine cleaning schedules shall be established for the warmers, 
refrigerators, cabinets, storage areas, and other permanent equipment. 
Cleaning of these items/areas shall be documented. 

Floors are scrubbed on a weekly basis and whenever soiled with blood 
or other body fluids. 

All blood shall be handled as if it were infectious. Bulk blood and 
bloody body fluids shall be carefully poured into the sewage system 


for disposal. 
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5.8.9 Specimens 
5.8.9.1 Culture specimens shall be sent immediately to the laboratory in appropriate 
sterile specimen containers. The outside of the container shall be clean and 
labeled appropriately. 
5.892 Specimens going to Patholog 
e Frozen specimens are to be put in a 4x4 moiste 
then placed into a sterile specimen container. P 
these specimens after they have been called. 
e All other specimens shall be placed in a clean 
lid. Formalin fixative is used for other specim 
fetuses. 
e Large spe 
in a plastic bag. 
e The containers for all patholog 
outside a clean label for identification an 


y shall be cautiously handled as infectious material. 
ned with saline and 


athology shall pick up 


container with a sealed 
ens, placentas, and 


cimens shall be placed in à sealed container and then placed 


y specimens shall have attached to the 
d the outside shall be free of 


any spoilage 
e All specimens that cat 


placed in the appropriate re 
shall be placed in the same refrigerator. 


inot be sent immediately to pathology shall be 
frigerator. No food, medicine or blood 


5.8.10 Disinfection and Sterilization 
5 8.10.1 Disinfection and sterilization shall be carried out according to the hospital 
guidelines. 


5.8.10.2 Items to bes 
5.8.10.3 All sterilized items sha 
event related sterility shall be followed. 


5.8.11 Storage of Clean and Sterile Supplies 
5.8.11.1 All clean/sterile supplies shall be stored on shelves and be dust free. 


5.8.11.2 All sterile supplies inside each sterile pack shall be checked routinely for 


expiration dates. 
5.8.12 Medications 
5.8.12.1 Multi dose vials o 
policy. 
5 8.122. Single dose vials shall be supplied w 


terilized are sent to Sterile Processing. 
Il be labeled with the name of the item. The policy for 


f medication shall be discarded according to the Pharmacy 


henever possible. 
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). PURPOSE: 
1.1 To provide guidelines to reduce healthcare associated infection ( HAI ) in ICU 


1.2 To prevent the transmission of infection to personnel, patients and visitors in the unit. 


L DEFINITION: 
2.1 A hospital facility for provision of intensive nursing and medical care of critically ill 


tients. characterized by high quality of continuous nursing and medical supervision and by use of 


sophisticated monitoring and resuscitative equipment and maybe organized for the care of 


»cificpatient. 


L RESPONSIBILITY: 
3.1 All personnel in ICU 


L POLICY: 
4.1 It is important th 


visiting the i l 
unit understand the activities which may influence the risk of hospital acquired infection 


within the 
unit. This will facilitate taking appropriate infection control measures to prevent or reduce 


ICU risk 
to staff and patients. 

4.2 Factors which predispose patients in 
4.2.1 Length of stay. 
4.2.2 Patients often have underlying conditions that compromise thei 


at personnel working and attending to patient including non — ICU staff 


ICU to risk of infection: 


r host defenses ( e.g.; 


extreme 


of age, nutritional status, abnormal immune response, etc. ) 
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ne in 


4.2.3They are exposed to invasive procedures and some of which may be do 


emergencies 


wherein traditional infection control practices and standards can not always be 


implemented 
4.2.4 They are often near highly susceptible, infected or colonized patients with the opportunity 
for cross infection since contact between patient and staff are frequent. 


4.2.5 They often undergo high rate of antibiotic usage that predisposes them to resistant 


microorganisms. 
5.0. PROCEDURE: 


5.1 Hand Hygiene 


5.1.1 Operation within the unit should encourage infection control practices like 


handwashing 
or the use of alcohol based hand rub. 


ashing or the use of alcohol based hand rub ( ABHR ) shall be performed before 


5.1.2 Hand w 


entering the unit and after leaving the patient care area. 


5.].3 Before p 
5 ].4 Before preparing medication and preparing 1V f] 


5.1.5 After to surfaces 
5.1.6 Whenever hands are dirty 


erforming any invasive procedure 
uids 


uching contaminated environmental 


5.1.7 Hand washing between patients 
f Personal Protective Equipment 
atient's contact 


5.2 The Use 0 
5.2.1 Gloves should 
d be changed between contacts 


orn when performing asept 
and contact with contaminated items. 


be worn for any high risk p 


5.2.2 Gloves shoul 
in the unit and non — sterile 


5.2.3 Sterile gloves must be w 
like emptying urinary bags 


ic procedures 


gloves for procedures 


5.2.4 Wash hands AFTER removing the gloves 
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5.2.5 Use non — sterile gloves when handling respiratory secretions or discharges from patients like 


stool or urine 
5.2.6 .Use gown to protect the patient from contact with the wearers clothing and prevent 


contamination. 
5.2.7 Long sleeved gown are worn by staff to protect uncovered skin during procedures and activity 


which may result in skin exposure to blood, body fluids, secretions and excretions or items 
contaminated with those substances. 
5.3 Decontaminating Equipments 
5.3.1 Equipments such as ventilators, suction machines should be cleaned and disinfected between 
patients 
5.3.2 Equipments with direct contact with patients skin or mucous membrane should be 


decontaminated with high level disinfectant or sterilized between patient. 


5. 3.3 Examining equipments such as stethoscope and opthalmoscopes should be decontaminated 


with alcohol wipes or other disinfectant between patients. 


5.4 Isolation Facilities 
5.4.1 Isolation precautions should be implemented for infected or suspected patients admitted to 


or diagnosed within the unit. 
5.4.2 Inform other departments regarding patient's diagnosis with known or suspected 


communicable disease if procedures are necessary to prevent exposure of other personnel. 


5 4.3 Communicate with infection control supervisor/practitioner about any patient with known or 


suspected infectious disease. 
5.4.4 Notify Infection Control Supervisor/Infection Control Practitioner of all healthcare associated 


infection ( HAI ) which occurs in patients or detection of any unusual clustering of the same 


organisms among patient in the unit. Institute appropriate isolation precaution immediately 


to avoid unnecessary transmission of the disease to non-infected patient or personnel. 


5.5 Environmental Control 
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5.8.4 Schedule should be established for routine cleaning of all patient care equipment 
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5.8.5 Equipment like ventilator must be replaced, cleaned and disinfected between patients on 
regular basis. 

5.8.6 Upon patient's discharge, bed of infected cases is swabbed and send to laboratory and 
thorough cleaning of bed, bedside tables and equipment begin and completed before new 
patient is admitted. 

5.8.7 General cleaning will depend upon the availability of the unit. At least weekly general 
cleaning of all areas including bathrooms and storage area is recommended. 

5.9 ICU Personnel 
5.9.1 AIL ICU staff must have orientation in Infection Control before starting to work in the unit. 


The topics taken during the orientation are hand hygiene, proper disposal of waste, needle prick 


injury, environmental hygiene and guidelines in laundry, proper use of PPE, disinfecting 


medical equipments and use of PPE. 


5 92 All staff should have Hepatitis B and develop antibody after immunization. 


5.9.3 All staff shall have screening (¢.g.; TB )and other immunizations ( e.g.;Meningitis, Influenza) 


in Employee Health Clinic ( EHC ) 
5.10 Reprocessing Method 
5.10.1 Equipment and Patient Care Articles 


5.10.1.1 Ventilatory circuits 
5 10.1.1.1 Disposable tubing does not routinely need to be changed for single patient 


unless it becomes visibly contaminated, malfunction or within 3 — 4 days 


5. 0.1.1.2 Multiple u 


manufacturer's m 


sed tubing must be heat disinfected or sterilized according to 
anual. The use of non — disinfected tubing between 


patient increases the risk of chest infection due to gram negative bacilli 


(ep: Pseudomonas Aeruginosa ) 


5.10 .1.1.3 If properly maintained, a ventilated patient may use the same circuit for 


3—4 days before reprocessing becomes necessary. 
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5.10.1.1.4 Use heat moisture exchanger to prevent pneumonia in patient receiving 
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a mechanically assisted ventilation. Change the heat moisture exchanger 
when it malfunction mechanically or become visibly soiled. 
5.10.1.1.5 Change heat moisture exchanger every 48 hours. Install filters on the 
expiratory and inspiratory ends of the ventilator to prevent contamination 
5. 10.1.2 Endotracheal Suction Catheters 
5. 10.1.2.1 Closed suction catheters that incorporate a protective sleeved do not to be 
changed every 24 hours 
5.10.1.2.2 Disposable suction catheters are used for respiratory tract suctioning. This 
device shall be discarded after each use or may be use for maximum of 
6 hours on the same patient. 
5.10.1.2.3 The water used for flashing the catheters after suctioning must be sterile and 
hands to be disinfected after. 
5.10.1.2.4 Suction catheters must not be shared between patients. 
5.10.1.3 Endotracheal Tubes 
5.10.1.3.1 Use disposable endotracheal tubes 
5.10.1.3.2 Recycled endotracheal tube maybe used after thorough cleaning and 
autoclaving if disposable endotracheal tube is not available. 
5.10.1.4 Ambu Bag 
5.10.1.4.] Ambu bags are difficult to disinfect. The bag must be rinsed thoroughly 
in sterile water after immersion in chemical disinfectant. This will reduce 


the risk of chemical irritation which can precipitate respiratory infection. 


5.10.1.4.2 Oxygen Delivery Mask 
5.10.1.4.2.1 This can be reusable or disposable 
5.10.1.4.2.2 Wash thoroughly and soak in chlorine ( 500ppm ) rinse, dry and 


store. 


5 10.1.5 Suction and Drainage Bottles 
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5.10.1.5.1 These are disposable with self sealing container held in a clear plastic 
container. 
5.10.1.5.2 Ensure that the outer container is disinfected after emptying. 
5.10.1.5.3 For non — disposable bottles, it must be changed at least every shift 
( 8 — 12 hours ) or sooner if full. The contents maybe emptied down 
the assigned sink or toilet. 
5.10.1.5.4 It must be rinsed and autoclaved 
5.10.1.5.5 If sterilizing facilities are not available, wash thoroughly, dry and 
perform high level disinfection. 
5.10.1.6.6 Recycled connector tubing must be cleaned and sterilized, if, 
disposable not available. 
5.10.1.6.7 Do not leave fluids standing in the suction machine bottle. 
6.0. ATTACHMENT 
6.1 N/A 


7.0. REFERENCES: 


7.1 APIC Text of Infection Control & Epidemiology, 2016 
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8.0. APPROVAL 


NAME POSITION 
Prepared by: | Mr. Ali Neshili IPC coordinator 
Reviewed by: 












Mr. Ali Neshili IPC Director 


. IPC committee 
Dr. Shwagy Alhazm chairman 


amer joie — 
Dr. Shwagy Alhazmi Medical Director 

















Concurred 









Approved by: 






Mr. Khalid Al-Harthi 
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1.0. PURPOSE: 
1.1 To establish guidelines to prevent cross infection within the area. 


1.2 To prevent surgical site infection in the operating room 
1.3 To describe the precautionary measures needed for staff to follow when dealing with isolated 


patients who will undergo surgical procedures in the operating room. 


2.0. COMMENTS: 
aff will work together to provide a safe, clean 


2.1 Operating Room personnel and housekeeping st 
ical patient and personnel. Standard precautions will be followed by 


environment for the surg! 
all personnel. 
2 2 Communication and screening systems should be in place so that OR personnel are aware of 
or informed about infectious status of the patient before arriving in the operating room. 


3.0. DEFINITIONS: 
are precautions used for all patients regardless of their infectious status 


3.1 Standard Precautions 
to prevent transmission of blood borne diseases 
ment to reduce the 


3.2 Surgical Asepsis is the absence of microorganisms in the surgical environ 


risk of infection. 
3.3 Unrestricted Zone area in OR which interfaces with other department that includes holding 
area, reception, and others. 
in sterile scrub attire, masks are required includes the 


3.4 Restricted Zone area in OR where 
operating room and sterile core area. 

3.5 Semi -restricted Zone area in OR where scrub suit is required and areas where surgical 
instruments are processed. 


4.0. PROCEDURES: 
4.1 ROOM PREPARATION: 
re First Case and Between Cases: 
nd surgical lights will be damp 


4.1.1 Room Preparation Befo 
4.1.1.1 All horizontal surfaces including OR table a 
dusted with a towel moistened with an approved disinfectant. 
2 Floors will be mopped with hospital approved disinfectant 
3 Line all kick buckets and trash cans with appropriate plastic liners 


4.1.1 
4.1.1 : 
4.1.1.4 Place linen bags in appropriate holder. 


4.1.2 Cleaning During the Case: 
ted by organic debris ( such as blood ) during the procedure 


4.1.2.1 Areas contamina 
should receive immediate attention by applying an appropriate agent. 
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and equipment used in the surgical procedure should be cleaned with an 
appropriate agent 


4.1.3.13 Spot cleaning should be done as necessary 
4.1.3.14 A clean mop head and solution should be used to mop the floor. 
4.1.4 Terminal Cleaning 


4.1.4.1 At the completion of the day's scheduled , each OR and scrub/utility area, and 
corridors should be cleaned. 


4.1.4.2 Furniture and equipment should be thoroughly scrubbed with an appropriate 
agent and good mechanical friction; 
4.1.4.2.] Wheels and casters should be cleaned and kept free of debris 
4.1.4.2.2 Spotlight should be cleaned 
4.1.2.2.3 All wall-mounted or ceiling mounted equipment should be cleaned 


4.1.4.3 Doors of cabinets and operating rooms, especially around handles and push 
plates should be cleaned. 


4.1.4.4 Scrub sink areas should be cleaned daily or more frequently if warranted 
4.1.4.4.1 Disposable scrub brushes will be restocked as needed. Alcohol based, 
hand rub agents will also be stocked as needed. 
4.].4.4.2 Disposable brushes or nail cleaners should be discarded after use. 
4.1.4.4.3 No dirty instrumentation should be cleaned in the scrub sink 


4.1.4.5 Floors should be totally flooded and the solution picked up via the wet 
vacuum system. If a wet vacuum system is unavailable, a clean mop head and 
solution should be used in each room. 


4.1.5 Cleaning Hallways: 
4.1.5.1 Floors should be kept free of debris and mopped with hospital approved 
disinfectant daily. 
4.1.5.2 Any liquid spills such as soap and water will be mopped up promptly 
4.1.5.3 Sinks will be cleaned daily with hospital approved disinfectant. 


4.1.6 Cleaning Workrooms and Storage Area: 
4.1.6.1 Sinks, counters and other work surfaces will be cleaned daily with hospital 
approved disinfectant. 
4.1.6.2 Shelves and drawers will be cleaned weekly with hospital approved disinfectant. 


4.1.7 Cleaning Dressing Rooms and Lounges: 
4.1.7.1. Areas will be vacuumed or mopped daily 
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4.1.7.2 Worn scrub attire will be placed in the hamper bags provided. These containers 
will be collected as necessary by Laundry staff and or by Housekeeping staff for 
disposable scrub suits. 


Cleaning Equipment: 
4.1.7.2.1 All janitorial closets will be cleaned on a daily basis by Housekeeping Staff 


4.1.7.2.2 Cleaning clothes and mop heads will go to the Laundry daily 
4.1.7.2.3 Equipment used in cleaning will be taken apart daily. 
4.1.7.2.4 Trash and line disposal areas will be cleaned daily. 


4.1.8 Cleaning Other Equipment; 
All other equipment such as x'ray machines, video towers, microscopes, fracture table, nitrous 


tanks or other specialty equipment will be cleaned as necessary using manufacturer's cleaning 
recommendation. It is the responsibility of the Operating Room staff to see that this equipment is 


properly cleaned before and after operative procedure. 
4.2 PRINCIPLES OF ASEPTIC PRACTICES IN OR: 


4.2.1 All materials in contact with surgical wounds must be sterile. Sterile items in contact with 
unsterile items is rendered contaminated. 


4.2.2 Gown of surgical team are considered sterile in front from chest to the level of the sterile 
field. The sleeves are considered sterile two inches above the elbow to the stockinet cuff. 


4.2.3 Sterile drapes are used to create a sterile field. Only the top surface of the drape table is 
considered sterile. 

4.2.4 Items are dispensed to a sterile field by methods that preserves the sterility of the item 
and the integrity of the sterile filed. After the sterile package is opened, the edges are 

considered unsterile. Sterile items including solution is delivered to a sterile field or handed 
to a scrubbed person in a way that sterility of the item is not compromised. 

4.2.5 The movement of the surgical team is from sterile to sterile areas and from unsterile to 
unsterile areas. Scrubbed person and sterile items contact only sterile areas. Movement around 
the sterile field must not cause contamination of the sterile field. At least | foot distance from 

the sterile field must be maintained to prevent inadvertent contamination. 

4.2.6 Whenever a sterile area is breached, the area should be considered contaminated. A tear 

or puncture of a drape permitting access to an unsterile surface underneath render the 
arca unsterile. 

4.2.7 Sterile field are prepared as close as possible to the time use. 
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4.3 ENVIRONMENTAL CONTROL IN OR 
Surgical asepsis requires meticulous cleaning and maintenance of the OR environment. Floors 


And horizontal surfaces are cleaned meticulously and frequently with detergent and soap or 
detergent germicide. Airborne bacteria are one concern. And to decrease the amount of bacteria, 
standard OR ventilation require 15 — 20 air exchanges per hour and positive pressure in the area is 
maintained. System with high efficiency particulate air ( HEPA ) filters are needed to remove 
particles larger than 0.3 micron jum. Unnecessary movement of personnel maybe restricted to 
minimize bacteria in the air and achieve negative or less than 3% OR infection rate. Temperature 
should be maintained between 18 - 24°C. The OR shall be 1°C cooler than the outside. 


4.3.1 Outer zone ( Unrestricted area ) main door, accessible area for removal of waste, storage of 


medical supplies, an entrance to changing facility and sluice. 
4.3.2 Semi-restricted zone- the sterile supplies store, anesthetic room, recovery room, scrub up area, 


clean control corridor, nurses station. 
4.3.3 Restricted zone - the cleanest area which includes the OR theater and sterile preparation 


area for surgical instruments and equipments. The staff working in this area must wear sterile 
gown, mask, gloves and cap. Only those involved in actual operation will be present in the 
area. These should unidirectional access from this area to the operating room. 


4.4 PATIENT PREPARATION FOR SURGERY: 


4.4.1 Patient preparation 
4.4.1.1 Require patient to take shower or bath with an antiseptic soap, night before 


operative day. 
4.4.1.2 Do not remove hair pre-operatively unless hair around the incision site will 


interfere with the operation. Shaving is prohibited in OR. 


4.4.1.3 Wash and clean around the incision site to remove contamination before performing 
antiseptic preparation of the skin. 


4.4.2 Pre — operative antimicrobial prophylaxis 
4.4.2.1 Use antibiotics for procedures in which use has shown to reduce surgical site 


infection. 
4.4.2.2 Use antibiotic that are safe and bactericidal with a spectrum that covers intra- 


operative contaminants. 
4.4.2.3 Maintain therapeutic level of the antimicrobial agent in both serum and tissues 


throughout the operation and until few hours after the surgery. 
4.4.2.4 Do not prolong prophylaxis throughout the post — operative period. There is no 
evidence that prolong use of antibiotics has any advantage but instead creates 


antibiotic resistant microorganisms. 
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4.4.2.5 Giving antibiotics pre—operatively is not an alternative for good infection control 
practices and surgical technique. 


4.4.3 Patient's skin preparation 
4.4.3.1 1% iodine in 70% and 0.5% chlorhexedine in 70% alcohol are the two most 
Effective skin antiseptics. 
4.4.3.2 Alcohol solutions are preferred to aqueous solutions for skin preparation but it is 


important to allow the alcohol to dry after application and before the use of electro 
cautery. 


4.5. STANDARD PRECAUTION IN OPERATING ROOM: 


4.5.1 Hand hygiene by OR personnel is the most effective method of infection control for 
Prevention of infection inside operating room. 

4.5.2 Surgical hand washing — All personnel in OR must perform surgical hand washing before any 
surgical procedure. ( Refer to Hand Hygiene Policy) 

4.5.3 Use of protective clothing for OR personnel to protect patients from microorganisms that may 
be transmitted from surgical team and to protect the surgical team from exposure to blood 
pathogens. 


4.5.3.1 Mask should be worn to cover mouth and nose. It must be changed when wet, 
and in between cases, The mask should not be hanging around the neck or put 
inside pockets for reused. High efficacy mask should be available for surgical 
procedures especially patients with suspected or confirmed active disease of 
Mycobacterium tuberculosis. 
4.5.3.2 Gown is to protect patients from skin of personnel and protect clothing from blood 
body fluids. Sterile gown should be worn in OR suite. 
4.5.3.3 Sterile drapes are used to create barrier between the surgical field an potential 
Sources of bacteria. 
4.5.3.4 Scrub suits are clothes worn by surgical team which they use inside OR over which 
sterile gown and apron is worn. It should be changed when they become soiled. 


4.5.3.4 Surgical cap ts use to confine hair to reduce contamination of the surgical field 
through shedding from scalp and hair. 
4.5.3.5 Eye protection & face shield is to be worn to protect the eyes, nose and mouth 
of surgical team from splashes of blood or other body fluids. 
4.5.3.6 Closed footwear are recommended to prevent transfer of organisms from shoe to OR 
vicinity and to give comfort to surgeons for long hours of standing while doing 
surgical procedure. 
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4.5.3. Sterile surgical gloves that is well fitted to surgical personnel doing a surgical 
procedure is used in OR to minimize transmission of microorganisms from hands of 
the personnel to patient and prevent contamination of the sterile field. Gloves is 
changed if contaminated or if integrity is compromised. 


4.6 MANGEMENT OF PATIENT IN ISOLATION PRECAUTIONS IN THE OR: 
This is to describe the precautionary measures needed for staff to follow when dealing with 
Isolated patients who will undergo surgical procedures in the operating room. 
Communication and screening systems should be in place so that OR personnel are aware of or 
Informed about the infectious status of the patient before arriving in the OR. 


4.6.1 Precautions for managing patients on Airborne Precautions in the OR 
4.6.1.1 In patients with active MBT, only emergency procedures are recommended. 
4.6.1.2 Elective procedures on patients who have MTB should be postponed until the 
patient is no longer infectious. 
4.6.1.3 If possible, perform procedures in operating rooms that have anterooms. For 
operating rooms without anterooms, the doors to the operating rooms should be 
closed, and traffic into and out of the room should be made to perform the 
procedure at a time when other patients are not present in the operative suite and 
when the minimum number of personnel are present ( e.g.; at the end of the day ) 
4.6.1.4 OR personnel should wear the N95 masks throughout the procedure. 
4.6.1.5 Let the patient recover in the operating room, if a negative pressure room 15 not 
available, or alternatively, in a private room with a portable HEPA filter. 
4.6.1.6 Follow cleaning and disinfection process of the room and equipment . 
4.6.1.7 Follow Transporting Patients on Isolation Precautions 


4.6.2 Precautions for managing patients on Droplet Precautions. | 
4.6.2.1 Elective procedures on patients who are under droplet precaution preferably to 


be delayed until no longer infectious or schedule the procedure at the end of the day. 
4.6.2.2 Initiate and maintain droplet precautions when there is suspected or confirmed 

diagnosis of an infectious diseases that is transmitted by the droplet route. 
4.6.2.3 Wear a surgical mask within 3 feet of the patient. ( Refer to 

Transmission — based Isolation Precautions Policy ). | 
4,6,2,4 Clean and disinfect the operating room and equipment used after the surgical 

procedure based on Housekeeping Policy. 


4.6.2.5 Utilize the operating room for the next procedure after the recommended 
housekeeping cleaning process has been completed. 
4.6.2.6 Refer to Transporting Patients on [solation Precautions. 
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4.6.3 Precautions for managing patients on Contact precautions 
4.6.3.1 Schedule elective procedure preferably at the end of the day. 
4.6.3.2 Place patient in isolation in a single room in the recovery. 
( Refer to Transmission —based Isolation Precautions Policy ) 
4.6.3.3 Clean and disinfect the OR and equipment used after the surgical procedure based to 
Housekeeping Policy. 
4.6.3.4 Refer to Transporting Patients on Isolation Precautions. 


5.0. RESPONSIBILITY 
5.1. OR STAFF 


6.0. ATTACHMENT 
6.1. N/A 


7.0. REFERENCES: 


7.1. GCC Infection Prevention and Control Manual, 3'* Edition, January 2018 
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1. PURPOSE 
1.1 To Whilst planning the resumption of elective surgical cases, 
facilities need to prioritize and ensure that stringent infection 
control policies and procedures are being implemented. These 
policies need to be monitored and reported through clinical 
governance systems. Incident reporting structures need to 
enable a rapid response mechanism to ensure adherence and 
compliance. These recommendations should be read with the 
SCDC elective surgical services guidelines 
2. DEFINITION 
Sc) N/A 


3. RESPONSIBILITIES 
3.1 SURGICAL AND OR STAFF 


4. POLICY 
4.] N/A 


5. PROCEDURE 
5.] preoperative evaluation : 
5.1.1 If patients are fit for surgery, the evaluation for risk and 
symptoms related to COVID-19 will be conducted with 
. confirmatory tests if symptoms are prevalent 
5.1.2 The surgery should be deferred for any patients attended 
with fever or respiratory symptoms and further evaluation 
can be conducted for COVID-19 
5.1.3 These Infection control precautions and recommendation 
are focus on patients, staff, facility and surgery : 
5.1.3.1 For Patients : 
e Patient must be evaluated for covid-19 before 
surgery using Preoperative COVID-19 
checklists for elective surgery form twice: 


. first time during the preoperative 
evaluation (at 24-72 hours before the 
surgery . 

° Second time in the day of surgery (or day 
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e On the day of surgery, patient will fill again the 
covid-19 questionnaire during the 
preoperative evaluation. if no concern, 
patient will go for surgery, otherwise he will 
be directed to the related specialty for 
further workup 

* No accompanying family member should be 
permitted. If the patient has limited mobility 
or disabilities requiring help then one family 
member/care giver can be permitted. This 
should be confirmed prior to the admission 
date. 

e Must wear surgical mask on the day of surgery 

e Must reassess for symptoms of COVID-19 

5.1.3.2 For Staff: 

e Adherence to WHO five moments and COVID-19 
specific recommendation for hand hygiene 

e Staff should keep social distancing (minimum 1.5 
m distance when possible) and use personal 
protective equipment (gloves, gown, 
surgical mask, and goggles). 

e Intubation should be performed with only the 
necessary staff in the operating room, and 
staff must wear N95 masks(fitted) and eye 
protection. 

e Delays between room re-entrance by necessary 

staff and between cases. 

Minimize staffing as much as possible. 

Follow the recommendation regarding the test 
after exposure according to the updated 
(Management of | Healthcare Workers 
Exposed to COVID-19 guidelines). 

Staff should be trained in protecting themselves 
and patients 

5.1.3.3 For Facilities: 
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e Immediate cleaning and disinfection of contact 
surfaces after cach procedure. 





e Operating/procedural rooms must meet 
engineering and facility standards for air 
exchanges. 


e Protocols or flow charts for managing and 
isolating patients and staff suspected of or 
confirmed to have COVID-19 infection 

5.2 Before, During and After Surgery : 
5.2.1 Pre-operative : 

5.2.1.1 Patient must be evaluated for covid-19 before 
surgery using Preoperative COVID-19 (Mentioned 
above). 

5.2.1.2 Surgical durations should be kept short. 

52.1.3 Limited number of operations per operation room 
block. 

5214 Disinfect the operating room strictly between cases 
with the MOH approved disinfectant, and 
document cleaning between cases. 

52.1.5 Health Care Workers who are under training or 
attending OR for training purpose such as interns 
or medical students are not recommended to attend 
the OR 

5.2.2 During operation : 

522.1 Health staff must wear N95 for all aerosol 
generating procedures (AGP's) even if the patients 
were asymptomatic and  COVID-19 test were 
negative. 

5222 Minimize the amount of equipment, supplies and 
personnel in the room to the most needed. 

522,3 When the patient is inside the operating room 
minimize traffic into and out of the room; only 
open the door, if necessary and the theatre door 
should be closed with warning sign outside the 
door to notify other OR staff with "no entry 
without permission". 
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5.2.2.4 During intubating or extubating a patient allow 
only the in-charge 
assistant nurses at max 

5.2.3 Post-operative : 


anesthesiologist and two 


5.2.3.1 Allow the patient to recover in the Theatre Room. 

5.2.3.2 Thoroughly clean and decontaminate all surfaces, 
screens, keyboard, cables, monitors, and anesthesia 
machine according to the manufacturer 
recommendation. 

3.23.3 Attending OR staff should remove all PPE inside 
the theatre except the respirator or surgical mask 
removed outside then hand hygiene is essential. 

5.2.3.4 Discard all unused items on the drug tray and 
airway trolley after each patient. 

3.2.3.5 Apply terminal cleaning and disinfection of the 
operating theater according to the housekeeping 
policy of the hospital. 

2.4.5.0 


It is recommended to use a H202 fumigation 
machine or UV germicidal irradiation equipment 


in the last of day 
6. ATTACHMENT 


6.1 Elective Surgery during COVID-19 Pandemic flow chart 
6.2 Patient Assessment For Elective Surgery form 


7. REFERENCES 


7.] Infection Control Precautions 


and Recommendations for 
Elective Surgeries, 2020--- 
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Form 1: Preoperative COVID-19 checklists for Elective Surgery 


Date: 





Time MRN 
Name: EE i 
ame: , eee al ot 
IDH: Hospital: wg 





——M 





"EE 


Circle the number reflecting the patient’s cond d calculate the final 
e tinal score: 


d T? » & - P s rw " 1 wm ^m y | 
$ ; E! 
A =- i- "s 


ition (exposure and clinical picture) an 


Ris Yu 
s o JE Cc y (1^ d 






A. Exposure Risks 






Close physical contact with suspected case* of COVID-19 in the 
past 14 days. 











Close physical contact with a confirmed case* 
past 14 days. 






of COVID-19 in the 
10 


Working or visiting a healthcare facility. 5 


B. Clinical Signs anc 











1. Fever or resent history of fever. 


i 
r 
| 


6. Positive lab result of COVID-19 more than 2 weeks WEE 


* Patient or household 


CT eee ei. o0 toro 


ID number: 





SINT CUA Ar I E besen 


Note: 


The patient must be evaluated twice: 


(a) With preoperative assessment. 
(b) Day of surgery (or day prior, surgeon's discretion) 
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Elective surgery during Covid-19 Pandmic 


Pre-operative evaluation (sugica! team ) 






Deny and refer for further 
work up by related 
specialities 










First Covid-19 
evaluation 


„High Risk———— 
(form No. 1) 






















Test result can 
ve reported within 24 hou 





1-Do the test for 
post-operative 
evaluation 

2- Second Covid-19 
evaluation at surgery 
day ( follow risk track) 
3- if the risk still low: 
proceed to performthe 
surgery 












_.Positive PCR——— 


— aa 





; 
| 
| 
| 
| 
| 
| 
y 












Postponed the surgery for at 

least two weeks until recovery 

But patient safety must be not 
impacted 





1-Second Covid-19 
evaluation at the sergery day 
( follow risk track) 

2- if the risk sull low proceed 
to performthe surgery 
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l. PURPOSE 
l.l. To provide guidelines on proper infection control practices in PHARMCY DEPARTEMENT 


2. DEFENITION 


^ J " ` 1: ° 

2.1 To provide clear guidelines for pharmaceutical staff on the correct procedures for preparation, 
storage and monitoring of sterile products kept in the pharmacy and to prevent the 
contamination of sterile products prepared within and outside the pharmacy 


3. RESPONSIBILITY 
3.1 Pharmacy staff 


4. POLICY , 
4.1 pharmacist and pharmacy technicians are the professionals responsible for the preparation 
and storage of compound sterile and non-sterile products. Failure to follow sterile 
compounding standards and proper aseptic technique could lead to intrinsic and extrinsic 
contamination, which may result in microbial colonization or infection in the patient. 

4.2 Patient morbidity and mortality can result from contaminated pharmaceutical items. 
Sterile pharmaceutical products can become contaminated via two general methods: 

4.2.1 Intrinsic contamination: occurs during the manufacturing process. 
4.2.2 Extrinsic contamination: occurs subsequent to manufacturing; during the admixture 
process or while the infuscate is used. 

4.3 Compounding is the process of combining drug ingredients to prepare medications that are not 
commercially available or to alter commercially available medications to meet specific patient 
needs such as dye-free or liquid formulations. 

4.4 Modes of contamination of sterile pharmaceutical products and 
preparations which led to several epidemics: 

4.4.1 Most IV-associated infections result from microbial contamination of the 
cannula. 

4.4.2 Poor aseptic technique. 

4.4.5 Poor compliance with hand hygiene and garbing. 

4.4.1 The use of contaminated single-dose vials (SDVs) and multi-dose vials 
(MDVs). 

4.4.5 Unsafe use of injection practices, specifically the use of the same syringe 
with new needles for drawing fluid from a common vial. 
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in ISO class 5 air cleanliness conditions, unless otherwise specified by the manufacturer. 
5.1.2.6 Dedicate the use of MDVs to a single patient whenever possible. If MDVs must be 
used for more than one patient, they should be kept or accessed in the immediate patient 
treatment area (c.g., patient rooms, operating rooms) 
5.1.2.7 Document the date, time and initial in all MDVs once opened or reconstituted. 
5.1.2.8 Refrigerate any opened MDVs as recommended by the manufacturer. 
5.1.2.9 Clean the rubber diaphragm of the MDVs with 70% isopropyl alcohol before inserting 
a device into the vial. 
5.1.2.10 ` Access the MDVs with a sterile device each time. 
CN BUR Avoid touch contamination of the MDVs. 
5.1.2.12 Discard MDV when empty, when suspected or visible contamination occurs, or 
when the manufacturer’s expiration date (listed on the vial, e.g., 28 days) is reached. 
51.2.13 Follow manufacturer's expiration date for MDVs without preservatives listed on 
the vial (e.g., 24 hours at room temperature or 72 hours in the refrigerator from first vial 


entry). 















VERSION:2 


5.1.3 Engineering Controls 
It is recommended that in preparing compound sterile procedures 
use a primary engineering control device (c.g., laminar air flow 
workbench or biological safety cabinet (BSC) capable of 
maintaining International Organization for Standardization (ISO) 
class 5 (no greater than 100 particles per cubic foot or 3,520 
particles per cubic meter) air cleanliness conditions. 


5 1.3.1 Use of the laminar air flow hood (LAFH) 
5.1.3.1.] Operate the LAFH continuously. Before processing sterile products, the 


hood should be running for a period of time long enough to purge room air from the work 
area (at least 30 minutes or as per themanufacturer's recommendations). 
5.1.3.1 2Do not disrupt the air flow between the HEPA filter and any sterile objects to avoid 


contamination. 
5.1.3.1.3 Complete 
5.1.3.1 ADisinfect the work surfaces and all 
hospital- approved disinfectant before beginning work. 
5.1.3.1.5 Clean the exterior surfaces of the hood daily with a hospital-approved disinfectant. 
5.1.3.1.6 Inspect the containers of the ingredients used to prepare the sterile product for 


defects, product integrity, and the expiration date. 


all work at least 6 inches from the edge in the interior ofthe LAFH. 
accessible interior surfaces of the hood with a 
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5.1.3.1.7Do not use defective or expired products. 
5.1.3.1.8 Defective products should be reported to the Ministry of Health using the Drug 
Quality Report. 
KN 5.1.3.1.9 Disinfect the entire surface of all ampoules, vials and containers with 70% 
` isopropyl alcohol before entry into the LAFH and allow them to air dry. 
oe Lt Handle all ampoules, vials, needles and syringes in such a way as to 
maintain asepsis and avoid unnecessary turbulence within the LAFH. 
59,1.3.1.11 Ensure certification of the LAFH annually, or more frequently as needed. 
and maintain certification records. 
5.1.3.2 CSPs are classified into five general categories based on risk of microbial contamination 
to all compound sterile preparations. These arc as follows: 
NES Se A Immediate use: CSPs prepared outside of an ISO 5 device, which are 
intended for immediate use. 
5 1.3.2.2 Low-risk level with 12-hour beyond-use date: CSPs prepared in ISO class 5 air 
cleanliness conditions in an unclassified segregated compounding area with ambient air. 
5.132. Low-risk level: CSPs prepared in ISO class 7 or 8 buffer areas. The compounding 
procedure involves simple aseptic manipulations using no more than three commercially 
available ingredients and not more than two entries into any one final container. 
5 1.3.2.4 Medium-risk level: CSPs prepared under batch conditions (multiple individual 
> doses) or CSPs for individual patients using more complex aseptic manipulations (e.g. 
parenteral nutrition (PN) solutions and patient-controlled analgesia) prepared in ISO 5 air 
cleanliness conditions in an ISO class 7 or 8 arca. 
5.1.3.2.5 High-risk level: CSPs prepared from non-sterile ingredients or non-sterile devices 
or prepared in air quality less than ISO class 5 air cleanliness. 
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5.1.4 Sterile Product Preparation Area 

5.1.4.] Separate the functional areas from other areas. 

5.1.42 Should have a controlled air flow under positive pressure that should not be disrupted by 
air ducts, vents or excess traffic that could produce air currents, introducing contaminants. 

5143 Should be free of particle-shedding materials such as cardboard boxes or powdered 
gloves. Such materials should not be stored in any area surrounding the hood. 

5.1.4.4 Should not have carpets, drapes or other particulate-shedding materials in the 
preparation area. 

5 1.4.5 Should have minimal personnel traffic confined to those persons directly engaged in IV 
admixture procedures or their supervision. 
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5.1.5 Quality Control Monitoring 


5.1.5.1 Use single-dose vials whene 
5.1.5.2 Monitor the temperature of refrigerators used in pharmacy to 
alarms to indicate excessively high or low temperatures. 
cracks, turbidity or particulate 


ver possible for admixing parenteral preparations. 
store medications 


continuously and set 
5.1.5.3 Examine the final sterile product for any leaks, 


matter. 
5 1.5.4 Label all mixed parental fluids with the following information: 


5.1.5.4.1 Patient Name (for patient-specific products). 

5 1.5.4.2 Medical record number, patient location. 

5 1.5.4.3 Solution and ingredient names and concentrations. 
5.1.5.4.4 The administration regimen names and concentrations. 


5 1.5.4.5 The expiration date and time. 


5.1.5.4.6 Storage requirements. 

5 1.5.4.7 Identification of the responsible pharmacist by badge number. 

5.1.5.4.8 Appropriate additional Jabeling, such as any precautionary measures that 
need to be taken. 

5 1.5.4.9 Device-specific instructions. 

5.1.5.4.10 Any additional :nformation in accordance with local regulations or 


requirements. 


5.1.6 Storage 
The Pharmacy is respo 
pharmaceuticals throug 
parenteral admixtures: 

to the manufacturer's recommendations. 


5.1.6.1 Store parenteral admixtures according 
5.1.6.2 Remove expired medication from patient care areas, and ensure its proper 


disposal. 
5.1.6.3 Store a 
that refrigeration begins im 
of admixed ingredients may 
5.1.6.4 Check the temperature 0 
if used to store vaccines). The temperature recorde 
dated and signed by the person performing the temperature check. 


nsible for the appropriate storage of 
hout the institution. The following applies to 


e refrigerator for up to | week, provided 
reparation and is continuous. The stability 


dictate a shorter or longer refrigeration period. 
f refrigerator used to store pharmaceuticals daily (twice, 
d electronically or on a log that is 


dmixed parenteral solutions in th 
mediately after p 
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1.6.5 Maintain room temperature between 20 to 25°C, 
5.1.6. e Strictly follow manufacturer's recommendation for storage and handling of 
medications. 


5.2 Pharmacy Responsibilities Involving Antimicrobial Control 

Concerns about antimicrobial resistance causing increased morbidity, mortality 

and healthcare costs have led to recommendations for controlling antimicrobial 

use. 

5.2.1 Establish a system to control and monitor antimicrobial usage. 
Participate in the development of programs for formulary and antimicrobial control. 
Collaborate with physicians regarding patient-specific recommendations for optimal 
antimicrobial use. 


Un Un 
t2 m 


v 
k 


5.3 Preparation of Compounded Sterile Preparations in Patient Care Areas Outside 
the Pharmacy 


Preparing IV medication outside the Pharmacy do not typically use a 
primary engineering control device (e.g., laminar airflow workbench), 
thus individuals mixing CSPs must be trained and must follow the 
following recommendations: 

5.3.1 Follow aseptic technique when preparing CSPs. 

5.32 Use immediately any CSPs prepared outside an ISO 5 device. 

55.3 Follow the same recommendation mentioned above regarding the use of SDVs and 

MDVs and for storing medications. 


5.34 Administration of IV medications: 
5.3.4.1 Disinfect the IV access port prior to administration of the medication or solution. 


5342 Administer medication according to the six rights of medication administration 
(i.e., name of medication, route, time, patient, dosage, and documentation). 
5.3.4.3 Do not administer any medication prepared by another practitioner. 
SE Follow safety precautions when handling sharpitems: 
5.3.5.1 Dispose needles/sharps at the point of use in a leak-proof, puncture-resistant sharp 
container with the biohazard label. 
5.3.5.2 Do not recap needles. 
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5.3.5.3 Replace sharp container when Zo full. 


ATTACHMENT 
6.1 N/A 


* 


7. REFERENCES 
7.1 Association for Professionals in Infection Control (APIC) and Epidemiology, Inc. (2014). 


Chapter 30: Aseptic technique. In APIC Text of infection control and epidemiology (4th ed.). 
7.2 Association for Professionals in Infection Control (APIC) and Epidemiology, Inc. (2014). 
Chapter 110: Pharmacy services. In APIC Text of infection control and epidemiology (4th ed.). 
7.3 In 2004, the United States Pharmacopeial (USP) Convention published the first national 
standards and enforceable standards for compounded sterile preparations (CSP) to protect 
patients against preventable harm (i.e., General Chapter 797-Pharmaceutical Compounding- 


Sterile Preparations). 
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1.0. PURPOSE 
1.1. To provide guidelines on proper infection control practices in LABORA I¢ MRY 
DEPARTEMENT 


2.0. DEFENITION 
2.1. To establish guidelines that would assist in minimizing or preventing the transmission of 
infectious agents in the laboratory. 


3.0. RESPONSIBILITY 
3.2. LABORATORY staff 


4.0. POLICY 


4.1. The laboratory is a unique work environment that may pose infectious disease threats to those who 


work there. 

4.2. Biosafety levels were established to ensure that the laboratory environment is adequately equipped 
with measures to ensure safety of those working in them or the surrounding environment. 

4.3. Special procedures are used to ensure the safe handling and transport of biohazardous waste. 

4.4. Being one of the largest generators of infectious waste in the healthcare setting, specific procedures 
exist for laboratory infectious waste management. s 

4.5. Laboratorians should be an integral part of an infection prevention program. The microbiology: 
laboratory helps detect and identify microorganisms so that the infection control team can monitor, 


prevent, and control infection transmission. 


5.0. PROCEDUREs 


5.1. Biological Risk Assessment o. . 
Fach clinical laboratory should perform a biological risk assessment on an annual basis or 


any time a new risk is identified. It is a process used to identify the hazardous characteristics 
of known infectious or potentially infectious agent or materials; the activities that can result 
in a person's exposure to an agent; and, the likelihood that such exposure will cause 
laboratory acquired infections (Als), 

Theprimary factorsinthe risk assessmentand selectiono fprecautions fall into two broad 
categories: agent hazards and laboratory procedure hazards. Although there 1s no 
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standard approach for conductings biological riskassessment, the Biosafety in 
Microbiological ad Bamaxkal_aboratories (BMBL) documents suggest a five-step 
approach to prevent LAIs. 

5.1.1. Identify agent hazards and perform an initial assessment of risk: 

A. Review potential biological agents and their hazardous characteristics. 
Hazardous characteristics include their capability to infect and cause disease 
in a susceptible human host, severity of disease, the a ailability of preventive 
measures. 

B. Implement regulations that govern the possession, use, and transfer of these 
types of biological agents and toxins that have the potential to pose a severe 
threat to public health and safety. 

5.12. Identify laboratory procedure hazards 
Procedure hazards oflen found in a clinical lab include agent 
concentration, suspension volume, equipment and procedures that 
generate small-participle aerosols and larger airborne particles 
(droplets), complexity of lab procedures, and use of sharps. 
5.1.3. Make a final determination of the appropriate biosafety level and select additional precautions 
indicated by the risk assessment. 
5.1.4. Evaluate the proficiencies of staff regarding safe practices and the integrity of safety equipment. 

a. Evaluate the laboratorian's training and experience in handling infectious agents. 

b. Proficiency in the use of sterile techniques and Biological Safety C abinet (BSC). 

c. Ability to respond to emergencies and willingness to accept responsibility 
for protecting one's self andothers. 

5.1.5. Review the risk assessment with a biosafety professional subject matter expert and the 


institutional biosafety committec. 
Once the risk assessment is completed it should be reviewed by site-specific, and if 
necessary, local experts in biosafety. This review should include the Infection Preventionist 
(IP), laboratory safety, and infection prevention and control committee, as well as, Safety 


Committee. 


5.2. Standard Microbiological Practices, Safety Equipment, and Facility Safeguards 


52.1. Standard microbiological practices 
5.2.1.1. The laboratory supervisor must en 
laboratory. 
5.2.1.2. Personnel must 


force the institutional policies that control access to the 


wash their hands afler working with potentially hazardous materials and 
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before leaving the laboratory. 
5.2.1.3. Do not permit eating, drinking, smoking handling contact lenses, applying cosmetics, and 
storing food for human consumption in laboratory areas. 
LA. Prohibit mouth pipetting; use mechanical pipetting devices. 

1.5. Develop and implement policies for the safe handling of sharps (e.g., needles, scalpels. 
pipettes, broken glassware). Whenever practical, laboratory supervisors should adopt 
improved engineering and work practice controls that reduce risk of sharp injuries. Follow 
precautions below when dealing with sharps: 

A. Do not bend, shear, break and recap needles nor remove from 
disposable syringes, or otherwise manipulate by hand before 
disposal. 

B. Place used disposable needles in conveniently located puncture- 
resistant sharp containers. 

C. Do not handle broken glassware directly by hands; it must be 
removed using a brush and dustpan, tongs or forceps. 
Substitute plastic ware for glassware whenever possible. 

5.2.1.6. Perform all procedures to minimize the creation of splashes and/or aerosols. 

52.1.7. Decontaminate work surfaces afler completion of work and after any spill or splash of 
potentially infectious material with appropriate disinfectant. 

52.1.8. Decontaminate all cultures, stocks, and other potentially infectious materials before disposal 
using an effective method. Depending on where the decontamination be performed, the 
following methods should be used prior to transport: 

A. Place in durable, leak proof container all materials to be 
decontaminated outside of the immediate laboratory and secure 
for transport. 

B. Pack materials in accordance with local and state regulations. 

52.19. Post the universal sign symbol at the entrance to the laboratory when infectious agents are 
present. Posted in formation must include the laboratory biosafety level, the supervisor's 
name (or other responsible personnel), the telephone number, and required procedures for 
entering and exiting the laboratory. 

52.1.10. Develop an effective pest management program. | | 

52.1.11. The laboratory supervisor must ensure that laboratory personnel receive appropriate 
training regarding their duties, the necessary precautions to prevent exposures, and exposure 
evaluation procedures. 

5.2.2. Special practices 

522.1. Advise all persons entering the laboratory of the potential hazards and meet specific 
entry/exit requirements. 

5222. Provide laboratory personnel with medical surveillance and offer appropriate 
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immunizations for agents handled or potentially present in the laboratory. 


5.22.3. Store a baseline serum sample. 
5.2.2.4. Prepare and adopt as a policy a laboratory-specific biosafety manual. The biosafety manual 


must be available and accessible. 

5.22.5. The laboratory supervisor must ensure that laboratory personnel demonstrate proficiency in 
standard and special microbiological practices before working with Biosafety Level (BSL- 
2) agents. 

5.2.2.6. Place potentially infectious materials in a durable leak-proof container during collection, 
handling, processing, storage, or transport within a facility. 

5.2.2.7. Decontaminate laboratory equipment routinely, as well as after spills, splashes, or other 
potential contamination. 

5228. Evaluate and treat immediately any incidents that may result in exposure to infectious 
materials according to procedures described in the laboratory biosafety manual. All such 
incidents must be reported to the laboratory supervisor. Provide medical evaluation, 
surveillance, and treatment and maintain appropriate records. 

52.29. Do not permit animals and plants not associated with work being performed in the 
laboratory. 

5 2.2.10.Conduct all procedures involving the manipulation of infectious material that may generate 
an aerosol within a biosafety cabinet (BSC) or other physical containment devices. 


5.3. Safety Equipment (primary barriers and PPE) 

5.3.1. Use properly maintained BSCs (preferably Class II), other appropriate PPEs, or 
other physical containment devices whenever: 

A. Procedures with potential for creating infectious aerosols or splashes are 
conducted. These may include pipetting, centrifuging, grinding, blending, 
shaking, mixing, sonicating, opening containers of infectious materials, 
inoculating animals intra-nasally, and harvesting infected tissues from animals or 
eggs. 

B. High concentrations or large volumes of infectious agents are used. Such 
materials may be centrifuged in the open laboratory using sealed or rotor heads or 
centrifuge safety cups. 

5.3.2. Wear protective laboratory coats, gowns, smocks, or uniforms designated for 
laboratory use while working with hazardous materials. Remove protective 
clothing before leaving for non-laboratory areas (e.g., cafeteria, library, 
administrative offices). 

5.3.3. Wear eye and face protection (goggles, mask, face shield, or other splatter 
guard) for anticipated splashes or sprays of infectious or other hazardous 
materials when handling microorganisms outside the BSC or containment 
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device. Persons Wearing contact lenses should 


also Wear eve protection. 
3 4 \V A 4 1 : 
5.3.4, Wear gloves to protect hands from e 


xposure to hazardous materials. Select 
gloves based on an appropriate risk assessment. Alternative to latex gloves 
must be available. Do not wear gloves outside the laboratory. In addition, 
BSL-2 laboratory workers should: 


A. Change gloves when contaminated or w hen integrity has been compromised. 
B. Remove gloves and wash hands w hen work with hazardous m 
completed and before leaving the laboratory. 


C. Do not wash or reuse disposable gloves Use eye, face and respiratory protection 
in rooms containing infected animals as determined by the risk assessment. 
5.4. Laboratory Facilities (secondary barriers) 


3.4.1. Laboratory doors should be self-enclosing and have locks in accordance with institutional policies. 

3.42. Laboratory must have sink for hand washing. The sink may be manually, hands free, or 
automatically operated. It should be located near the exit door. 

54.3. The laboratory should be designed so that it can be easily cleaned and decontaminated. Carpets 
and rugs are not permitted. 

5.44. Laboratory furniture must be capable of supporting anticipated loads and uses. Spaces between 
benches, cabinets, and equipment should be accessible for cleaning. 

A. Benchtops must be impervious to water and resistant to heat, organic 
solvents, acids, alkalis, and otherchemicals. 

B. Hairs used in laboratory must be covered with a nonporous material that can 
be easily cleaned and decontaminated with appropriate disinfectant. 

5.4.5. Laboratory windows that open to the exterior are not recommended. However, if a laboratory does 
have windows that open to the exterior, they must be fitted with screens. 

5.4.6. BSC must be installed so that fluctuations of the room air supply and exhaust do not interfere with 
proper operations. BSC should be located away from doors, windows that can be opened, heavily 
traveled laboratory areas, and other possible airflow disruptions. 

5.4.7. Vacuum lines should be protected with HEPA filters or their equivalent. Filters must be replaced as 
needed. Liquid disinfectant traps may be required. 

5.4.8. Aneyewash station must be readily available. 

5.49. Clinical laboratories must maintain proper handling according to the procedures thev are 
performing. Typically, a clinical lab has negative airflow to the adjacent areas. Specialized arcas 
such as rooms where polymerase chain reaction (PCR) may need positive air pressure to limit 
potential RNA contamination of the reagents. Facilities should consider mechanica! ventilation 
systems that provide an inward flow of air without recirculation to space outside laboratory. 

5.4.10. HEPA-filtered exhaust air from a Class Il BSC can be safely recirculated back into the laboratory 
environment if the cabinet is tested and certified at least annually and operated according to 


aterials has been 
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manufacturer's recommendations. 
$4.11. A method for decontaminating all laboratory wastes should be available in the facility (e.g.. 
autoclave. chemical disinfection, incineration, or other validated decontamination method). 


5.5.Laboratory Equipment 
There are three general types of BSCs: Classes I, I, and III. All BSCs must be 
recertified annually by an independent professional. 

$5]. Class I BSC - this cabinet is like a chemical fume hood and has an inward airflow through the 
front opening. Exhaust air from the BSC is passed through a HEPA Filter so that the equipment 
protects both worker and the general public. However, the specimen and other materials are 
potentially subject to contamination. Class I are not generally recommended for work that 
involves biohazardous material. 

552. Class II BSCs - designed to protect the worker, the general public, and the specimen. Airflow 
velocity at the face of the work opening is at least 75 linear ft'min (Ifpm). Both the supply air and 
exhaust air are the HEPA-filtered. There are four types of Class II BSCs (IIA, IIB2, and IIB3). 
They differ in the amount of recirculation, down flow, and inflow. Usually, all but IIA are 
considered satisfactory for biohazardous and toxic agents. 

555. Class III BSCs —are totally enclosed, ventilated cabinets of gas-tight construction that offer the 
highest degree of protection from infectious aerosols. They also protect research materials from 
biological contamination. Class III BSCs are most suitable to work with hazardous agents that 
require containment at BL-3 or BL-4. All operations in the work area of the cabinet are performed 

^» through attached rubber gloves. The cabinets are operated under negative pressure. Supply 
l air if HEPA iltered, and the cabinet exhaust air is filtered by two HEPA filters in series or 
HEPA filtration followed by incineration before discharge outside of the facility. The 
CLASS II BSC must be connected to double- door autoclaves and chemical dunk tanks 
to permit sterilization or disinfection of all materials before leaving the cabinet and also to 
allow supplies to enter the cabinet. | | 
5.5.4. Centrifuges are commonly used in the clinical laboratory as part of specimen processing. Hazards 
associated with centrifuging include mechanical failure (e.g. rotor failure, tube or bucket failure) 
and the creation of aerosols. Use safety precautions to decrease the risk and associated with 
centrifugation. Examples of these precautions include: | 
a. Usesealedtubesand safety buckets that seal with O-rings. 
b. Fillingopencentrifuge tubes, rotors, and accessories ina BSC. | | 
c. Alwaysbalance buckets, tubes, and rotors properly before centrifugation. 
5.5.5. Phlebotomy in most hospital setting, the laboratory is responsible for most phlebotomy 
procedures, Handle all body fluids using standard precautions. 
a. Weargloves when performing venipuncture, 
b. Wear other protective equipment such as goggles, mask or lab coat fora 
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procedure based on the risk of exposure (i.e., arterial punctures). 

c. Alwaysuse safe needles. 

d. Useonlysingle-use disposable tube holders. 

c. Dispose all phlebotomy needles promptly in a puncture-resistant container to 

prevent their reuse or accidental injury to a handler. 
5.6. Transporting Biohazardous Waste Materials 
Laboratories often need to transport biohazardous materials offsite. This transport 
may be across campus, cross town to another laboratory. Personnel who package and 
ship these specimens must be concemed with their safety and the protection and 
safety of those who receive the material. 
5.6.1. Meet packaging standards for samples transported by local carriers such as cabs, hospital, and 
clinical vehicles, or personal cars. 
5.6.2. The requirements for shipping biohazard materials interstate or intrastate depend on the type and 
volume of specimen. The regulations define three types of specimens: 

a. Biological products are finished biological substances for veterinary or human 
use suchas vaccines and reagents. These products must meet public health standards 
(9 CFR Parts 102-104 and21 CFR Parts312 and 600-680). 

b. Diagnostic(clinical substances)— comprises excreta, secretions, blood and its 
components, as wellas tissue and tissue fluids that are being shipped for diagnostic 
purposes. 

c. Infectious (etiological) substances — include organisms known to be pathogenic 
to humans and clinical samples with a high likelihood of being infectious. 
Infectious substance could include clinical specimens such as enzyme 
immunoassay (EIA), HIV-positive serum submitted for Western blot analysis, 
and sputum samples from patients known to be culture-positive for tuberculosis. 

563. The essential element for protection is the triple-containment packaging, which is required 
for shipping each of these substances. In all categories and volumes, there must be a 
primary container accompanied by enough absorbent material to contain the whole 
sample, a waterproof container, and an outer container. The packaging is expected to able 
to withstand rough handling and passage through cancellation machines, sorters, and 
conveyors throughout the transport. The sample identification document must be located 
outside the secondary containment. Additionally, labels clearly marking the biohazard 
level must be prominently displayed on the outside container. Depending on the level of 
biohazard, additional labels and information may need to be displayed, as well. 


5.7. Infectious Waste Management 
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Steam autoclave is the method of choice for decontaminating discarded cultures. If 
laboratory wastes must be stored before disposal, storage should be as brief as 

possible. The site must be properly identified with a biohazard label. have restricted 

access, and be located near the site of generation. 

Clean the areas thoroughly each time it is emptied of waste contents. Refer to policy of 


(Management of Infectious Waste.) 


5.8. Infection Prevention and Occupational Exposures 
The goal of occupational health in a clinical lab and in university research laboratories 
is to promote a safe and healthy workplace. Educate laboratory workers about the 


biohazards to which they may be occupationally exposed. 


5.8.1. Provide workers who may be exposed to highly pathogenic agents such as in a 
clinical research lab a pre-placement medical evaluation. The workers” supervisors 
should provide his staffa description of the requirements for the position and an 
understanding of the potential hazard present in the work environment. 


o 5.8.2. The healthcare provider should review the worker's previous and ongoing 
medical problems, current medications, allergies to medicines, animals, and other 


environmental proteins, and prior to immunizations 


5.8.3. Provide vaccines to workers to protect them against infectious agents to 
which they may be occupationally exposed. 


5.84. Encourage workers to seek medical evaluation for symptoms that they 
suspect may be related to infectious agents in their work area without fear of 
reprisal. A high index of suspicion for potential occupational exposures should be 
maintained during any unexplained illness among workers or visitors to worksites 


containing biohazards. 
5.8.5. Report all occupational injuries to Employee Clinic or Occupational Health 


Department. 


6.0. ATTACHMENT 
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1.0.PURPOSE 


1.1. To provide guidelines on proper infection control practices in EMERGENCY MEDICAL 
SERVICES / AMBULANCE SERVICES DEPARTEMENT 


2.0.DEFENITION 
2.1 - This document provides Emergency Medical Service (EMS) providers in implementing best 
infection prevention and control recommendations and practices in their daily routines and 
work environment, and protect EMS providers, patients, and other healthcare workers from 
potential infections. 


3.0. RESPONSIBILITY 
3.1.emergency medical staff 
3.2. emergency nursing staff 
3.3.emergency transportation staff 


4.0.POLICY l mE 
4.1. Emergency Medical Service (EMS) is at the front line of medical care, having high risk of 


exposure to patients with known or unknown infectious diseases. | 

4.2. Emerging pathogens and antimicrobial-resistant strains are major problems facing all 
healthcare providers, including EMS providers. mE 

4.3. The ambulance is a mobile patient care environment. It is generally divided into two spaces: the 
driver area and the patient care area. Patient care equipment are stored in enclosed 
compartments in the ambulance. Air circulation in the vehicle is generally rapid, low-velocity 
airflow. Some ambulances have built-in high-efficiency particulate air (HEPA) filters which 
vary among ambulance manufacturers. There is also an exhaust fan to assist in air exchange. 
These air handling systems basically place EMS providers at low-risk for EEN 
Tuberculosis (MTB). The floor and walls of the ambulance are constructed for ease of cleaning. 
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5.0. PROCEDURE 
5.1. En Route Communication 
|, most communication dispatch centers will 


1. As part of the initial response protoco 
the responding units. Instruct all providers to 


adhere to Standard Precautions, which include treating all patients and body fluids as 
potentially infectious. Transmit information suggestive of an airborne/droplet disease. 

2. EMS personnel will give the Emergency Department (ED) the patient history, 
physical assessment, vital signs, medication listing, and all elements of care provided 
during the transport. 

5.2. Field Care 


provide basic incident information to 


Care is frequently in the outdoors and circumstances. Such 
circumstances may increase the risk for patient infection because of wound contamination or 
equipment contamination at the location. Due to the environment in which care must be rendered. 
Intravenous (IV) starts and wound care may be undertaken in less-than-ideal (aseptic) conditions. 
4. Exert all efforts in properly preparing the insertion site for IV start. 
2. Instruct field personnel to communicate to the ED when circumstances of IV 


access have been particularly difficult. 
3. Generally, remove IV lines and dressings placed in the field in the ED and 


and in all types of weather 


replace within 24 hours. 
h patient carcfully for wound contamination (1.e., 


4. ED staff need to assess eac 
ransported from an accident scene. 


oil, chemical, debris) in all patients t 
5 Endotracheal tubes and laryngoscopes are used under difficult conditions in 


most cases. Blades and scopes are stored in a variety of ways: 

a. Employ a method of storing and carrying equipment in a way that 
would minimize potential contamination and compromise of aseptic field. 

b. Clean and disinfect non-disposable blades using high level 


disinfection. Refer to 
Sterile Supplies and Equipment Mana 


6. Follow safe injection practices. 
t equipment and procedures that reduce 


7. Consider newer airway managemen 
such as the use of non-invasive ventilators like 


the complications of infections, 
the continuous positive airway pressure (CPAP) devices. 
5.3. Use of personal protective equipment (PPE) 
(Refer to Standard Precautions) 


sement. 
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5.4. Multi-patient or mass casualty incidents 


When faced witha multi-patients or mass casualty incident, providers shouldattemptto adhere to the 


basic principles of infection prevention: prevent contamination and exposure of the provider to the 
body fluids of the patient(s). 


Infection prevention consideration should stress steps that providers can implement to deal with the 
need to rapidly change gloves as follows: 
1. Place additional spare gloves in a fanny pack or pants. 
Make sure that any open areas on hands or arms are covered with an occlusive dressing. 
Apply three or four pairs of gloves and use a shedding process of removing the top layer as 
it becomes overly soiled with liquefied body fluids or the structural integrity of the glove is 
recommended. 
4. Use 4x4 in. gauze to wipe the accumulated fluid from the gloves to decrease cross- 
contamination to the next patient. 


LE 


5.5. Bioterrorism 


EMS providers play an important role in identifying potential outbreaks, by raising the index of 

suspicion as early as possible upon contact with a patient and upon recognizing an increased number of 

patients with similar response so isolation can begin. u E 

1. Apply appropriate use of PPEs, proper patient packaging, and early facility notification. 

2. Planto maintain a large-volume contingency inventory of PPEs and ensure that PPE is used 
appropriately for patient. EE 

3. Train EMS personnel to assess patients for signs and symptoms of biological illnesses by focusing 
on obtaining a good patient history, including travel history. | | 

4. Have a heightened level of suspicion to the signs and symptoms of communicable disease, 
particularly when other cases present with similar symptoms. | H 

5. Developamechanism to ensure that information is shared with the transporting unit, the receiving 
medical facility, and the appropriate health department. | 7 

6. On arrival at the medical facility, the EMS providers should disembark the patient only when it is 
clear where the patient will be taken. 
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5.6. Ambulance Cleaning and Disinfection 


Cleaning is the physical removal of foreign and organic materials on objects or surfaces with the use water, 
soap or detergents, and mechanical friction (scrubbing action). 


Disinfection is the process that kills and prevents microbial growth on surfaces and equipment using 
appropriate disinfectants. 

1. Afterthe patient has left and prior to cleaning, exhaust the air within the patient care 
compartment by opening the doors and windows ofthe vehicle while ventilation system 
isrunning. This shouldbe done outdoors and away from pedestrian traffic. 

Wear PPEs prior to start of cleaning session. 
In decontaminating an ambulance, thorough cleaning must be performed first 
before effective disinfection can takeplace. 
i, Remove visible soil, blood, and other organic debris from the item or surface before applying 
disinfectant. 

ii. Cleanand disinfect items and surfaces as soon as possible after use. 

iii. Focus on high-risk (frequently-touched) items/surfaces in the patient-care compartment that 
have been directly or potentially contaminated with blood or body fluids during patient care, 
followed by low-risk (non-frequently touched) surfaces. 

iv. Clean and disinfect non-patient care areas of the vehicle (driver's compartment) may become 
indirectly contaminated as per vehicle manufacturer s recommendations. 

v. Wear gloves when using disinfectants and immediately perform hand hygiene after glove 
removal. 

vi. Place in a clearly marked biohazardous bags contaminated reusable patient care equipment and 
devices for appropriate cleaning, disinfection and/or sterilization. Clean and disinfect these 
items according tomanufacturer's recommendations. 

vii. Manage spills of blood or bodily fluids as per institutional policy (see Management of 
Infectious Waste). 

viii. Contaminated linen should be appropriately bagged and sent to laundering facility. 

ix. After cleaning, remove and dispose PPE ina leak-proof bag or waste container. Immediately 
perform hand hygiene. Avoid touching face with gloved or unwashed hands. 

4. High-risk objects/surfaces are frequently touched with hands (both gloved and 
ungloved), therefore are the most contaminated parts of the ambulance. They require 
cleaning and disinfection between every patient encounter or use at most. Examples are, 
but not limited to: 


G3 N 
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x. Stretchers /railings: 
xi. Door handles; 
xii. Stethoscopes; 
xiii. Electronic patient care equipment and control panels: 
xiv. Steering wheels; 
xv. Radios/Cellphones; 
xvi. Light switches; 
xvii. Adjacent flooring, walls, and ceilings; and 
xviii. Handles, outer surfaces of cabinets/compartments where medical equipment are stored. 


5. Low-risk objects/surfaces are minimally contacted with hands. They require cleaning and 
disinfection on a regular basis or when contamination occurs. Examples are, but not 
limited to: 

i. Other floor, walls, ceiling surfaces; 
ii. Windows; and 
iii. Inner surfaces of cabinets/compartments where medical equipment are stored. 

6. Wipedownequipmentthat was incontact witha patient before the next call, focusing 
on what was used or what was in contact with the patient during care. 

7. Clean the entire ambulance at the end of the day. The entire vehicle may be emptied 
on regular intervals (i.e., weekly). 

8. Use disinfectants according to manufacturers’ instructions. Adhere to recommended 
contact/kill times (length of time the disinfectant must remain on object/surface). 
Adhere to safety precautions (PPE use, adequate ventilation, proper disposal, etc.) as 
directed. 

9. Cleanand dry reusable cleaning equipment after use, disposable items such as 
wipes can be disposed as general waste. 


Maintain a cleaning plan, schedule log, or checklist 
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5.7. Infection Prevention and Control Recommendations for Patients Hands-off or 
Transfer 


The primary objective of a hand-off is to provide accurate information about a 
patient's current conditions, care and treatment received to prevent transmission of 
infection. 

1. Develop an inter-facility transfer procedure that establishes practical and effective 

measures for isolating the disease organisms, not the patient. 

Communication between EMS and hospital/facility staff. 

Safe and effective transport of patients on isolation precautions begins with 

identification and communication of these precautions to all healthcare workers 

involved in the transfer process. 

i. Determine ifa patient is on isolation precautions prior to 
patient contact. This may require requesting additional 
information from facility staff. 

ii. Requestasmuchinformationas possiblerelatedtothe patient's 
isolationstatus, including information relatedto: 

4. Presence of the following signs and symptoms: cough (especially productive), bowel 

and urinary incontinence, vomiting, rashes, open or weeping wounds, fever. 

Special isolation precautions and recommended PPEs. 

Additional information related to patient’s condition. 

7. When transporting a patient with suspected or confirmed infection, EMS providers 
should ALWAYS convey the above information to the receiving facility immediately 
upon arrival. 

8. Transport of patients on Isolation Precautions. 

9. In order to reduce spread of infection, observe Standard Precautions at all times, 
regardless of the patient's infection status. Refer to ICM-I-03 Standard Precautions. 

10. Alcohol-based hand rub must be made available to ensure proper hand hygiene on 
events at which water is not readily available. 

i. In some cases, Isolation Precautions are required i in addition to Standard 
Precautions. Refer to /solation Sys 
ii. If patient to be transported can tolerate a face mask, its use can 
help minimize spread of infectious droplets in the patient care 
compartment. Patients exhibiting acute respiratory distress 
should be administered oxygen via a non-rebreather mask. 
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11. Infection prevention and control transport tools 
12. To promote effective communication between the facility and EMS providers, provide 


guidelines for the identification or flagging patients on isolation pre 
appropriate PPEs needed for patient transport. EMS can request a facility staff to 
complete this tool prior to patient contact. 

13. This tool can be modified to meet organizational needs. 


5.8. EMS Provider Vaccination and Testing Recommendations 


Due to frequent contact with many p 
possible spread of, vaccine-preventable 
providers participate in a compre 
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cautions and the 


atients, EMS providers are at risk for exposure to, and 
diseases. Therefore, it is imperative that EMS 
hensive healthcare personnel immunization and TB 


screening program. Refer to Immunization Guidelines for Healthcare Workers and Contact 


Tracing, Screening and Treatment of MTB in I Jealthcare Workers. 


5.9. Staff Education 


EMS personnel should undergo regular infec 
continuing education an 
preventing and controlling sp 


during the course of their duty. 
Records of staff attendance must be documented and filed 


6.0.ATTACHMENT 
6.1. N/A 


7.0.REFERENCES 8 
7.1. The GCC Infection Prevention Control Manual 3rd Edition 


d skills appraisal. EMS personnel must have basic know 
read of infectious agents, as well as the ability to implement them 


tion prevention and control education sessions for 


ledge on 
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1.0.PURPOSE: 


DI o describe infection control standards for respiratory therapy services and to avoid any 
improper handling of respiratory care equipment that may lead to increased incidence of 
healthcare — associated infections. 













2.0.DEFINITION 
2.1.N/A 


3.0. RESPONSIBILITY 
3.1.RT team 
3.2.Staff nurse 
3.3.CSSD statf 


4.0.POLICY 
4.].Certain interventions used by Respiratory Care Service may influence infection risks to 


patients 


and HCWs. 
42 Mechanical ventilation, ventilator circuits channels, handling of condensate, use of 


nebulizers, 
suction catheters and humidification methods are potential infection risks 


4.3. Routes of transmission of pathogens most commonly associated with respiratory care 


are 
airborne, droplet nuclei and direct contact with contaminated fluids such as 


secretions, saliva, 
sputum, blood or condensate in aerosol tubing or a ventilator circuit. 
4.4.Transmission of pathogens in fluid occurs when the fluid physically moves, flows, or 


spills from 


one area to another. 
4.5.Direct contact with hands or equipment is thought to be the common mode of 


transmission. 
4.6.Routes of transmission may be from practitioner or device to patient, from one patient to 
another, or from one body site to the lower respiratory tract of the same patient, via the 


hands or device 
4.7.Nebulizers with reservoirs can allow the growth of hydrophilic bacteria that can be 


nebulized to 
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the patient during device care. 


4.8.Gram - negative bacilli such as Pseudomonas spp., Stenotrophomonas spp., 


l'lavobacterium 
spp., Legionella spp., and non — tuberculosis mycobacteria can multiply to substantial 
concentrations in ncbulizer fluid and increase the risk of acquiring pneumonia. 


4.9. Sterilization or high level disinfection can eliminate vegetative bacteria from device 


reservoirs 
making the reservoirs safe for patient use. 


4.10. Improved VAP incidence has been reported when using a closed suction versus an 

open 
. suction system. Elimination of routine closed — system suction catheter changes 
increases safety and reduces the costs of mechanical ventilation 


5.0. PROCEDURE: 
5.1.Standard precautions 


1. Usestandard precautions for all patient care. Refer to policy of Standard Precautions. 


2. Use personal protective equipment (PPE) singly or in combination for any or all of 


the following procedures as indicated: 
a. Wear gloves for handling respiratory secretions and objects contaminated with 
the respiratory secretions of any patient. 
b. Wear face protection (mask and goggles) when contamination of the face with 


aerosolized particles is likely. 
Wear an N95 particulate mask or a power air purifying respirator (PAPR) 
when managing patients with suspected or confirmed pulmonary tuberculosis. 


Refer to Management of Suspected / Confirmed Cases of Infectious 


Mycobacterium Tuberculosis. 


3. Wear PPE when contact with the respiratory secretions from a patient is likely. 
a. Change the PPE after such contact and before providing care to another 
patient. 
4. Follow the required isolation precautions when entering the rooms of patients in 
»olicy of isolation Contact Isolation 





isolation. Refer to protocols in the followin 


Droplet Isolation, Airborne Isolation Precautions. 
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5. Respiratory equipment (c.g., ventilator, monitors, etc.) in use should be cleaned 
regularly (when visibly soiled, daily, and when patient is discharged) to reduce 
environmental contamination. 

6. All reusable respiratory items requiring disinfection and sterilization must be sent 
to the Central Sterile Supply Department (CSSD). 


5.2. Hand hygiene 
l. Wash or cleanse hands and dry them thoroughly before and after all contacts with 


the patient and the patient's environment; refer to policy on Hand Hygiene. 


2. Wash and dry or cleanse hands before and after glove use. 


5.3. Mechanical ventilation and humidifiers 
1. Use high-efficiency bacterial filters in the breathing circuit of the ventilation unit. 


2. Ensure that the patient is positioned with his/her head elevated at a 30? to 45° angle, 
except during postural drainage procedures, to minimize aspiration of secretions. 

3. Use filters on the inspiratory limb to eliminate contaminants from entering the 
inspired gas and contaminating the ventilator. 

4. Place bacterial filters appropriately to avoid any potential interference with the 
operating characteristics of the ventilator by impeding high gas flow. 

5. Carefully test reusable filters periodically to ensure efficient functioning. 

a. These filters must be reprocessed by CSSD. 

6. Use closed continuous-feed humidification on all ventilator circuits to 

minimize/prevent aerosols, thus preventing the transmission of bacteria from the 


humidifier reservoir to patients. 
Use sterile water to fill humidifiers. Heated humidification systems often operate at 


d 
temperatures that reduce or eliminate bacterial pathogens. Tap or distilled water may 
harbor Legionella spp. that is more heat-resistant than other bacteria. 

8. Sterilization or high-level disinfection of reusable circuits, humidifiers and nebulizers 


between patients is recommended. 
9. Disinfect in-line temperature sensors properly according to the manufacturer. 


10. The ventilator circuit, including the ventilator tubing and filter, exhalation valve and 
humidifier, should be changed when visibly soiled or mechanically malfunctioning. 
No maximum time between changes has been recommended for use of 


a. 
ventilator circuits with non-aerosol-generating humidifiers. 
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b. Circuits should not be routinely changed for infection control purposes. 
Increased VAP infection rates are associated with 48-hour circuit changes. 
c. HMEs should be changed if there is gross contamination or mechanical 
malfunction. 
5.4. Artificial Airways 
1. Elevate the patient head’s between 30? and 45°, during the use of 
artificial airways, especially during feedings and for one hour 
following feedings, when notcontraindicated. 
2. Do not routinely deflate the cuff of the endotracheal tube to determine 
the filling volume of the cuff. Alternative techniques to assure proper 
cuff pressure (such as minimal leak or minimal occluding pressure) 
should be used. 
3. Ensure proper cuff pressure with minimal leak or minimal occluding pressure. 
4. Performa tracheostomy when indicated using sterile technique. Elective 
tracheostomy should be performed in the operatingroom. 
5. Use aseptic technique to change the airway tube. 
6. Replace the tube with one that has undergone sterilization or high-level disinfection. 


5.5. Condensate 
1. Drainand discard any condensate that collects in the tubing of the 


ventilator to prevent it from draining toward the patient. 
2. Use water traps to minimize spillage. 


3. Place traps appropriately in the ventilator circuits so as to allow gravity to drain 
condensate continuously away from the patient. 

4. Treat contaminated condensate as waste and properly dispose of it through the 
standard hospital waste system. 

5. Use heated wire circuits to reduce/eliminate condensate formation in the venulator 
circuit. 

6. Set heated wire circuits so that a small amount of condensate forms on the inspiratory 
limb of the circuit, indicating 100% relative humidity. 

7. Adjust the heated wire circuit properly to deliver the appropriate humidity to the 
patient. 

8 : Heat and moisture exchanger (HME) can increase dead space and resistance to 
breathing and, at the same time, provide less humidity than the active systems 
previously discussed, resulting in thick and obstructive secretions in some patients. To 
be effective, >70% of the gas entering the airway must be exhaled through the HME. 
Place HME between the ventilator circuit and the patient’s airway. 
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a. If the humidity is decreased, it will result in damage to the epithelium 
of the respiratory tract, with potential occlusion of artificial airways. 
especially in infants and small children. 

b. Thereis no CDC recommendation for preferential use of HME rather 
than heated humidifiers to prevent healthcare-associated pneumonia. 

c. The HME should be changed when grossly contaminated or mechanically 
malfunctioning. 


d. Vent circuits should not routinely be changed when using an HME. 


5.6. Nebulizers 
1. Large-volume nebulizers and misttents: 

Room humidifiers that create aerosols have been associated with 
nosocomial pneumonia secondary to contamination of their 
reservoirs. The CDC recommends that aerosol-generating room 
humidifiers not be used unless they can be filled only with sterile 
fluids and be sterilized or undergo high-level disinfection every 24 
hours. 

A. Reusable large-volume nebulizers, mist tents, and hoods 
should be subject to sterilization or high-level disinfection 
between patients and after every 24 hours of use on the same 
patient. 

B. Change disposable large-volume nebulizers every 72 hrs. 
2. Small-volume medication nebulizers - handheld and inline: 

A. Use only sterile fluids that are dispensed aseptically. 

B. Disinfect or sterilize nebulizers between patients. 

C.  Single-dose vials are preferred over multi-dose vials. 


D. Disinfect and rinse nebulizers with sterile water and air dry after each treatment on the 
same patient. 
E.  Aseptically remove inline nebulizers from the v entilator circuit and 
disinfect or rinse nebulizers with sterile water, air drying between 
treatments. 
5.7. Suction Catheters 

Use standard precautions, including eye and face protection during 

acrosol-generating procedures, should be taken w ith all patient care 

activities. 

1. Open suctioning systems require: 
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a. Theuseofa sterile catheter, sterile disposable gloves, and sterile 
normal saline if instillation is desirable. 
b. Personal protective equipment when contact with respiratory 
secretions is anticipated. 
2. Closed suctioning systems may offer better control of lung volume and lead to fewer 
arrhythmias and desaturation episodes at the expense of increased tracheal colonization. 
a.  Useonlysterile fluid to remove secretions from the suction catheter. 
b. Change inline suction catheters no less frequently than every 72 hours. 
3. Change the suction collection tubing and canisters between patients. 


5.8. Medication (including multi-dose vials (MDVs) 

1. Medication intended for internal or external use should be labeled accordingly 
and stored separately. Referto POLICY OF IPCIN PHARMA CY. 

2. Date, time, and initial all MDVs once opened or reconstituted. 

3. Refrigerate any opened MDV as recommended by the manufacturer. 

4. Clean the rubber diaphragm of the MDV with 70% isopropyl alcohol before 
inserting a device into the vial. 

5. Access the MDV with a sterile device each time. 

Avoid touch contamination of the MDV. 

7. MDVs should be accessed with a sterile needle each time, and the needle 
should be removed upon completion. The needle should not be left as a means 
of permanent access because it will provide a point of entry for 
microorganisms. 

5.9. Specimen Collection 
1. Sputum/tracheal aspiration/bronchoscopy 
a. Thepatientshouldclean his/herteeth, gargle,andrinse his/her 
mouth with waterjust priorto collection. 
b. Thebestspecimenisanearlymomingcollection. Refertohospital 
microbiologylaboratory policies. 
c. Fortrachealaspiration, followthenursingprocedure guidelinesthat 
pertainto patient preparation and specimencollection. 
Wear appropriate PPE (Standard Preca dions) during sputum induction. 
Perform sputum inductions in a private room with 6 air exchanges per hour if possible. 
Keepthe doorclosed during the procedure. 
g. Askthe patient’svisitorstoleavetheroom during sputuminduction. 
2. Percutaneous blood gases 
3. Perform hand hygiene and use gloves. 
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Perform adequate skin preparation on the patient with hospital-approved antiseptic. 
Use sterilesupplies. 
Do not precool syringes by submerging them in ice water. 
Avoid repeating unsuccessful arterial punctures with the same needle or cannula. 
Handle all body fluids as if contaminated. 
g. Dispose and transport specimens as appropriate. 
5.10. Respiratory Devices 
1. Resuscitation bags 
a. Sterilization or high-level disinfection of bags between patients is recommended. 
b. Whenusinga bag on the same patient, rinse it clear with sterile water 
immediately when the bag valve is visibly soiled with secretions. 
c. Reusablebags must be sentto CSSD for reprocessing. 
2. Oxygenmasks and cannulas 
a. Change tubing and any device, such as a cannula and mask, used to 
deliver oxygen from a wall outlet between patients. 
b. Restrict the use of bubble type humidifiers (BTHs) to appropriate 
situations. Humidifiers are not indicated for oxygen flow less than 4 
L/min in adult patients under normal conditions. 
c. When operated at a flow above 10 L/min, a standard unheated BTH 
designed for oxygen delivery is less efficient than a humidifier and 
may create aerosols that can transmit bacteria. 
3. Pulse oximetry 
a. Disinfect probes immediately between patients according to the manufacturer's 
recommendations. 
. Avoid the use of clip-on probes over edematous areas. 
c. Check the site frequently, repositioning the probe as necessary. | 
d. Reposition all probes at appropriate time intervals in accordance with the 
manufacturer's recommendations. 
4. Pulmonary function testing (PFT) 
e. Disinfectthe surfaces of any device that comes into patient contact after each patient. 
f.  Donotroutinely disinfect the internal machinery of PFT machines between uses. 
g.  Sterilize or disinfect any external devices (e.g., nose clips and 
mouthpieces) between patients according to the manufacturer's 
recommendations. 
h. The use of low-resistance, high-efficiency filters has been advocated for 
use between the mouth- piece and the spirometer to minimize 
contamination between device and patient. This filter may also reduce 
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HCW exposure to droplet nuclei generated by the patient during forced 
expiratory maneuvers. 
5.11. Reprocessing Respiratory Care Services 


1. Respiratory care devices have been classified as semi-critical because they come into 
contact with mucous membranes but do not ordinarily penetrate body surfaces. 

2. All single-use disposable devices must be discarded immediately after use. 

3. Do not reprocess equipment and devices that are manufactured “for single use 


only”; refer to Single Use Devices. 

4. Proper cleaning and sterilization or high-level disinfection of reusable equipment is 
important to reduce infection. 

5. Allreusable equipment or devices must be sent to CSSD for reprocessing. 

6. The manufacturer s recommendations must be made available to CSSD to 
efficiently and effectively clean, disinfect and sterilize these items. 


6.0.ATTACHMENT 
6.1. N/A 


7.0.REFERENCES 


7.1.The GCC Infection Prevention Control Manual 
3rd Edition 
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1.0. PURPOSE 


l.l. To provide clear guidelines on infection control issues for patients, healthcare 


workers, and equipment to prevent the transmission of infections during the 
delivery of service. 


2.0. DEFINITION 
2.1. N/A 


3.0. RESPONSIBILITY 
3.1. All AI Harrth Rehabilitation Center 


4.0.POLICY 


4.1. The rehabilitation patient may have one or more impairments or disabilities at 
the time of admission that increase the risk of infection. 

4.2. Factors such as incontinence, skin breakdown, co-morbidity, immobility, and 
age are all associated with increased risks of infection in the rehabilitation 
population. 


5.0.PROCEDURE 


A. Rehabilitation Standards 

1. Treatment may require many different types of equipment to increase 
movement and mobility, heal wounds, and treat neurological and sensory 
impairments. Many patients also have secondary medical conditions that can 
affect the outcome of their rehabilitation. 

2. Prevention begins before admission. The infection control needs of the 
patient must be known (whether for in-patient or out-patient procedures) 
before he/she is treated. Questions should include the following: 

a. Does the patient have non-intact skin, open wounds, stasis ulcers, open 
burn wounds, or indwelling devices? 

b. Does the patient have loose stools/diarrhea? 

c. Does the patient have fecal or bladder incontinence? 

d. Does the patient have any excretions or secretions that cannot be 
contained? 
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e. Did the patient have an extended ICU stay or surgery? 
fls the patient willing or cognitively able to cooperate j 


his or her own body secretions? 
g. Does the patient have an active or colonized infection 


resistant organisms? 
h. Has the patient been 


aspiration risks? 

3 The rehabilitation department must evaluate the numerous factors that 
influence transmission risks and their unique settings to develop and 
implement policies and procedures that apply to the type of patients they treat 
and the services they provide, thereby, managing and minimizing the risk of 


infection transmission. 


B. Rehabilitation Personnel 
uld be able to apply the infection control principles and practices 
ntrol Manual during patient care activities. Basic 


lude the use of Standard Precautions with all 
regardless of their diagnosis or presumed 
rtant for reducing the risk of 
mong patients and HCWs. 


n strategies to contain 
of multidrug- 


intubated? Do they have swallowing strategies or 


receiving care 
These practices are impo 
disease transmission a 


Rehabilitation Services staff are expected to: 
1. Use Standard Precautions for all patient care. Refer to Standard 


Precautions. 
protective equipment (PPE) individually or in 


2. Use personal 
combination for any/all procedures that require close contact with the 
patient and the patient’s environment regardless of whether the patient 
is in isolation. 


Change PPE before providing care to another patient. 


4. Wash or cleanse hands before and after all contact with the patient and 
the patient's environment. Refer to Hand Hygiene. Wash and dry or 
cleanse hands before and after glove use. 

5. Follow required isolation precautions when entering the rooms of 
patients in isolation. Refer to Isolation Precautions, protocolst hrough 
Contact Isolation, Droplet Isolation, and Airborne Isolation 


Precautions. 
C. Disinfection and sterilization protocols for therapy and patient care 
Equipment used to provide rehabilitative services to patients may present an 
‘ncreased risk of infection to the patient, other patients, and HCWs. Written 


e 


Scanned with CamScanner 


Kingdom of Saudi Arabia ++ SK 


Ministry of Hcalth 
Jazan Health Directorate á-uall dj ljg 
AL-Harth General Hospital Ministry of Health 





DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
DEPARTEMNTAL POLICY AND PROCEDURE, E 


POLICY NUMBER: | ppp: IPC-051 | APPLIES TO: Rehabilitation Cente 


VERSION:2 






































TITLE: 
APPROVAL DATE: _ 
DUE FOR REVIEW: 







IPC GUIDLINE IN REHABILITATION SERVICE 


‘JUL 30.2021. | EFFECTIVE DATE: AUG 30,2021 


JUL 30,2023 


policies are needed to ensure that equipment is cleaned and disinfected 
between patients. 

1. The department must have written guidelines for: 

a. Routine cleaning and disinfection of equipment (canes, walkers, 
wheelchairs, weights, lifts, etc.) and toys following each patient 
use. Use only hospital-approved disinfectants to wipe down 
equipment. 

b. Cleaning ` and disinfecting equipment after body fluid 
contamination (including whirlpools and hydrotherapy baths). 

c. A method for documenting and validating that equipment has been 
cleaned and disinfected. 

2. Some examples of cleaning in the therapy area are: 

a Disinfect treatment mats between uses and inspected for any 
cracks and tears that compromise the integrity of their covers. 

b. Change paper pillow covers between patients. 

c. Change daily pillow cases or as needed when body fluids are 
present (i.e., they are visibly soiled). 

d. For types of equipment that cannot be cleaned, such as paraffin or 
therapy putty, instruct patients to wash their hands or feet before 
use. Cover patients wounds with occlusive dressing or therapy 
must be delayed until the wounds are healed. 

3. The water in hydrotherapy, whirlpools, and aquatic therapy pools can 
be a source of and vehicle for transmission of infectious organisms. 
Some patients may have to be excluded from these types of therapies 
due to open wounds or the inability to contain fecal matter. 

a. Preventive measures — to decrease the risk of 


contamination of hydrotherapy pools: 
i Educate the patients and sitters about basic infection control 


measures prior to the start of therapy to ensure compliance. 

Ensure pre-swim hygiene such as showering before therapy to 
remove traces of sweat, urine, fecal matter, cosmetics, oil and 
other potential contaminants. 

Do not allow bathers to use the pool if with open infected 
wounds, severe skin fungal infections, with herpetic lesions, 
vomiting, diarrhea, conjunctivitis and fecal incontinence. 

Patients known to be positive for blood-borne pathogens such 
as Hepatitis B, Hepatitis C and HIV are allowed entry provided 











NUMBER OF PAGES:3 of 10 





microbial 


Scanned with CamScanner 


Kingdom of Saudi Arabia a 
^^ 
Ministry of Hcalth “> 
Jazan Health Directorate à —uall J lig 
AL-Harth General Hospital Ministry ol Heal 





DEPARTMENT OF INFECTION PREVENTION AND CONTROL 
DEPARTEMNTAL POLICY AND PROCEDURE 


POLICY NUMBER: | ppp: IPC-051 | APPLIES TO: Rehabilitation Cente 


TITLE: 
VERSION:2 








IPC GUIDLINE IN REHABILITATION SERVICE - 


APPROVAL DATE: | JUL 302021 EFFECTIVE DATE: AUG 30,2021 





DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:4 of 10 


if there are no open wounds. 
b. Water testing, frequency of testing and disinfection 

i Maintain the proper levels of disinfectant in pools to control 
organic load. 

t Test the level of free available chlorine, pH, total alkalinity and 
temperature on a daily basis. The results should be recorded and 
posted in the area. Acceptable chlorine levels are 1.5 to 2.0 ppm 
with pH ranging from 7.5 to 7.8. 

Collect microbiological samples before chemical samples to 
avoid accidental contamination of the pool water with 
microorganisms and from the sampler. 

M Schedule routine sampling for microbiological testing. 
Additionally, sampling should also be considered in the 
following situations: before a pool is use for the first time; 
before it is put back to use after repairs; if there are problems 
with the disinfection system and as part of any outbreak 
investigations (1.c., diarrheal illness). 

vi. Document outcome of water testing. 

vi.Clean immersion tanks and whirlpools with the appropriate 
disinfectant and follow the manufacturer’s recommendations. 

vi. Intermediate level disinfection is required for treatment tanks used 
with patients with non-intact skin between cach patient use. | 

vi. Disinfect equipment with agitator jets with the solution covering 
the jets and the jets in circulation while disinfecting. | | 

viii Discard single-use disposable patient care items immediately after 
use and are not to be reprocessed or reused (refer to Single Use 


Devices). . 

x Refer to Sterile Supplies and Equipment Management for most 
items/equipment in this area are typically non-critical; except, for 
any semi-critical or critical reusable patient care items which will 
require reprocessing. 

c. Recommended microbiological testing of hydrotherapy pool-- 
microorganisms that are used to assess the microbial quality of 
hydrotherapy pool include: 

i HPC (Heterotrophic plate count): a general measure of non- 
specific microbial levels, which gives a measure of the overall 
general quality of the pool water, and whether the filtration and 
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disinfection systems are operating satisfactorily. Refer toWater 
Quality Monitoring Program and Requirements. 

Fecal indicators (such as thermo tolerant coliforms, E. coli) is a 
normal inhabitant of the intestinal tract of human and is almost 
exclusively of fecal origin, so its detection in the water samples 
indicates recent fecal contamination. 

Non-fecally derived microorganism (e.g. P. aeruginosa) is an 
opportunistic pathogen commonly found in water, soil and 
vegetation, but can also be found in human feces. It can cause 

diseases like ear and eye infections and  folliculate skin 
infections. Although slightly resistant to a range of 
disinfectants, chlorination of swimming pools should be 


sufficient to kill bacterium. 


Table 1-VIII-07: Microbiological Parameters 





D. Infection Control Issues for the Patient 


Basic principles of infection con 
service for all patients W 
1. For all patients: 

Standard precautions mus 
All drainages, wounds, an 
patient can schedule therap! 
. The patient must be 
. Equipment (rehab or p 


wheelchairs, etc.) must 
each patient use. Only use hospital 


a. 
b. 


trol must be included in the delivery of 
hether in inpatient or outpatient settings: 


t be used when providing care. 

d excretions must be contained before a 
ies and activities. 

able to control secretions or excretions. 
hysiotherapy equipment, stretchers, 

be cleaned and disinfected after 
-approved disinfectants. 
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2. Fora patient known to be infected or colonized with a multidrug-resistant 
organism (MDRO) (e.g., MRSA. VRE, or multidrug-resistant gram- 
negative organisms such as Acinetobacter) in the outpatient setting: 

a. Use PPE individually or in combination for any/all procedures 
that require close contact with the patient 

. Change PPE before providing care to another patient 

. Designate equipment ifavailable and possible 

. Schedule patientat the end of the day if therapy equipment cannot be designated. 

. Clean and disinfect equipment (rehab or physiotherapy 

equipment, stretchers, wheelchairs, etc.) after each patient use. 
Only use hospital-approved disinfectants 
f. The patient can participate in group activities only if he/she can: 
i Understand and follow basic hand hygiene practices. 
i Assist HCWsin containing his/her secretions and excretions. 
i Remain fullydressed. 

3. Inpatients on contact isolation precautions: 

A patient known to be infected or colonized with a MDRO (e.g., 
MRSA, VRE, or multidrug resistant gram-negative organisms 
such as Acinetobacter) will be placed in contact isolation. 
Rehabilitation Service staff is expected to: 
a. Followthe procedure described in Contact Isolation Precautions. 
b. Observe Standard Precautions when providing care to all patients. 
c. Consider the following factors when preparing care plans for 

patients with multidrug-resistant organisms are: 

i Howmuchcare the patient needs. 

Anticipation of the amount of contact with body fluids. 

The patient's ability to control secretions or excretions. 

The level of activity and mobility. 

Skin integrity and wounds. 

d. Use barrier protection to contain wounds, drainage, urine, feces, and 
other excretions or secretions whenever possible to allow for patient 
independence and participation in therapeutic sessions or if patient 
has to leave his/her room. For example: 

i The patient must have occlusive wound dressings, anchored urine bags, etc. 
i Thepatientmust be able to comply with hand hygiene protocols and stay 
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fully dressed. 

e. Use PPE individually or in combination for any/all procedures 
that require close contact with the patient and the patient's 
environment. Change PPE before providing care to another 
patient. 

Recommend dedicated equipment Equipment (rehab or physiotherapy 
equipment, stretchers, wheelchairs, etc.) taken into the room and used with a 
patient must be cleaned and disinfected afier use. Use only hospital-approved 
disinfectants to wipe down equipmentInpatient ` on airbome ` isolation 

precautions: 
A patient suspected or confirmed to be infected with an airbome transmissible disease such as 
pulmonary TB, chickenpox. measles, or viral hemorrhagic fever will be placed in airbom 
isolation. 

a. Follow the procedure in ICM-III-05 Airbome Isolation Precautions. 

b. Observe Standard Precautions ICM-III-03 when providing care to all 

patients. 

c. Consider the following factors to consider when preparing care plans for 

patients with airborne transmissible diseases are: 

i How much care the patient needs. 

; The amount of contact with body fluids (respiratory). 
i The patient's ability to control secretions or excretions. 
u The level of activity and mobility. 

d. Use barrier protections to contain wounds, drainage, urine, feces, and other 
excretions or secretions whenever possible to allow for patient 
independence and participation in therapeutic sessions or if patient has to 
leave his/her room. For example: | 
i The patient must have occlusive wound dressings, anchored urine bags, 
L The patient must be able to comply with wearing a surgical mask, 

practice proper hand hygiene and stay fully dressed. 
Use PPE individually or in combination for any/all procedures that require 
close contact with the patient and the patient's environment. Wear an N95 
mask for patients in airbome isolation. Immunity is the best protection for 
revention of chickenpox transmission. 
f. Change PPE before providing care to another patient. 
Recommend dedicated | equipment. Equipment (rehab or physiotherapy 
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equipment, stretchers, wheelchairs, etc.) taken into the room and used with 
the patent must be cleaned and disinfected after each use Only use 
hospital-approved disinfectants. 

h. Consider rescheduling therapy sessions at the end of the day or until patient 


IS non-infectious and acceptable. Consult the Infection Preventionist (IP) if 
needed. 
E. Prevention of Infections in Rehabilitation Settings 

Factors such as incontinence, skin breakdown, co-morbidity, and age are all associated with 
increased risk of infection in rehabilitation patients, 

Failure to maintain skin integrity may cause increased infection and may extend the length of stay 
for the patients. 

1. Treating bum patients 

a. Treatment of the wound consists of meticulous cleansing and debridement 
of dead tissue. 

b. Apply topical ointments. 

c. Use sterile technique and sterile dressings to control wound sepsis. 

d. Use showers with hand-held spray for hydrotherapy. Use of a hydrotherapy 
tub or bath is discouraged due to the potential for contamination of the 
equipment and water. 

2. Bladder and bowel issues 

a. Care of patients who are unable to control their bladder or bowel has to be a 
priority. 

b. Keeping the patient's skin clean and dry is essential for good skin care. 

i Good perineal care. 
i Intermittent catheterization may be used (example for neurogenic 
bladder). 


c. Recommendation for urinary tract infection prevention: 
i Follow the established guidelines for catheter use, insertion, and 

maintenance. 
Maintain asepsis for urinary catheter insertion. 

i Maintain a sterile, closed drainage system and do not 
disconnect the catheter and drainage tube unless 
necessary. 

v Utilize a condom catheter or in-and-out catheters when appropriate. 

v Keep the collection bag below the level of the bladder. 
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V Provide good catheter care on a regular basis. 


F. Spill Management 


Thesteps described below should betaken when cleaning and 
decontaminating spills of blood or other potentially infectious 
materials; refer to Management of Infectious Waste. 


When an infectious/medical waste spill has been identified, perform the 
following steps: 

1. Control access to the area. 

2. Contain the spill with paper towels or other absorbent materials. 

3. Contact housckeeping to disinfect the area. 


6.0. ATTACHMENT 


6.1. Table 1-VIII-07: Microbiological Parameters 


7.0. REFERENCES 


7.1. 


GCC Infection Prevention and Control 3rd Edition Manual (2018) 
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1.0. PURPOSE: 


1.1. To ensure that infection control risk assessment, interventions, and control 
practices are incorporated into the planning, construction, and renovation in the 
healthcare setting, by defining the steps and precautions compliant to Infection 
Prevention & Control procedures to eliminate infection hazards that pose danger 
to personnel and patients of all healthcare setting. 


2.0. DEFINITION: 
2.1. N/A 


3.0. POLICY: 


3.1. Applies to all construction/renovation works within and outside any hospital 
or healthcare facilities, which include preventive maintenance on heating, 
ventilation and air conditioning (HVAC) system, ventilator cleaning, filter 
replacement, etc. that may compromise and/or contaminate air and water 
supply. 

3.2. Healthcare associated infections are caused by pathogens like 
Mycobacterium tuberculosis, Aspergillus species, Legionella species present 
in the dust and debris generated by construction activities. These are 
considered as major hazards. 

3.5. The Infection Prevention and Control Department will be involved and pre- 
informed of all current and future construction activities at the Healthcare 
facilities. Infection Prevention and Control personnel will be active team 
members in all phases of any construction/renovation projects where they 
will play a major role in providing education to workers and staff involved in 
the project to ensure that preventive measures are outlined, implemented, and 
maintained. 

5.4. An established multidisciplinary team composed of Infection Control, 
Environmental Risk assessment, Safety and Engineering, is responsible in 
planning, implementing preventive measures for the duration of the 
construction project and in establishing clear lines of communication among 
all concerned to ensure patient safety. 
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4.0. RESPONSIBILITY: 

4.1. The Infection Prevention and Control (IP&C) Department will be involved and 
preinformed of all current and future construction activities in any healthcare 
facilities. IP&C personnel will be active team members in all phases of any 
construction / renovation projects where they will play a major role in providing 
education to workers and staff involved in the project to ensure that preventive 
measures are outlined, implemented, and maintained. 

4.2. The Project Management Department will establish a multidisciplinary team 
primarily composed of the IP&C Environmental Health Specialists and the 
Engineering Department to coordinate demolition, construction, and renovation 
projects and to consider proactive preventive measures at the project inception. 

43. The established multidisciplinary team is responsible for planning and 
implementing preventive measures for the duration of the construction project and 
for establishing clear lines of communication among all concerned parties to ensure 
patient safety. 

4.4. The IP&C Environmental Health and Occupational Health and Safety (EHOHS) 
section has the authority to stop construction projects if prevention measures were 
breached that may expose patients and personnel to infection and environmental! 


hazards. 


5.0. PROCEDURE: 
5.1. Pre-Construction Preventive Measures 


51.1. The multidisciplinary team should include representatives from all 


concerned departments. All parties must agree on the multidisciplinary action 


plan. 


5 ].2. Seasonal effects related to infections should be considered in the work 


plan for projects. 
5.1.3. An /nfection 
filled and signed before starting any construction project. 

5.1.4. IP&C should be consulted to provide information on the following 
Infection and Environmental Control Risk Assessment, Matrix of Precautions for 


Control Risk Assessment Form: Construction Permit must be 


Construction and Renovation. 
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5.1.4.1. Infection Control Practitioner or Environmental Health Specialist 
will identify the type of construction project activity using Appendix 
Determining the Type of Construction / Renovation. 
5.1.4.2. Using Appendix (Determining the Patient Risk groups that will 
be Affected by the Construction / Renovation) the Infection Control 
Practitioner will identify the Patient Risk Groups that will be affected. 
5.1.4.2. The Infection Control Practitioner or Environmental Health 
Specialist will match the Patient Risk Group with the Construction 
Project Type on the following matrix, to find the Class of Precautions or 
level of Infection and Environmental Control activities required 
(Appendix Description of the Required Precautions by Class). 
5.1.5. IP&C approval will be required when the Construction Activity and Risk 
Level indicate that Class III or Class IV control procedures are necessary. 
5.1.6. The Infection Control Practitioner is responsible for: 
5.1.6.1. Identifying all the areas surrounding the project and assess the 
potential hazards. 
5.1.6.2. Identifying the specific site of activity e.g., patient rooms, 
medication room, etc. 
5.1.6.3. Assessing whether the plans allow for: 
5.16.3.1. An adequate number of isolation / negative airflow 
rooms 
5.16.3.2. The required number and type of hand washing sinks 
5.1.6.4. Assessing whether the minimum number of sinks for the project 
is available based on the AIA Guidelines for types and area. 
5.1.6.5. Assessing whether the plans relative to clean and soiled utility 
rooms are compliant. 
5.1.7. The Environmental Health Specialist is responsible for: 
5.1.7.1. Identifying issues related to ventilation, plumbing, and electrical viz. the 
probable occurrence of outages. 
5.1.7.2. Identifying containment measures using prior assessment such as, types 
of barriers (solid wall) and the need for Hepa filtration. 
Note: The renovation / construction area must be isolated from the occupied 
arcas during construction and will be negative with respect to surrounding areas, 
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5.1.7.3. Assessing potential risk of water damage and risks due to compromising 
structural integrity e.g., wall, ceiling, roof. 
5.1.7.4. Deciding work hours for the project and assessing whether the work can 
be done during non-patient care hours. 
5.1.7.5. Planning to discuss the containment issues with the project team, e.g., 
traffic flow, housekeeping, debris removal (how and when). 
5.1.8. All contracted construction workers must be aware of the health and safety risks 
to staff and patients during construction / renovation activities. It is the responsibility of 
the construction team to comply with the provisions of this policy as outlined by the 
IP&C department. 
5.1.9. The responsible engineering party will: 
5.1.9.1. Establish traffic patterns for construction workers that will avoid patient 
care areas. 
5.1.9.2 If possible, designate an elevator to be used solely by the construction 
workers and ensure that the ventilation of the elevator cab and shaft is not re- 
circulated in the hospital. 
5.1.9.3. Establish a mechanism to ensure timely correction of problems. 
5.2. During Construction Preventive Measures 
5.2.1. The ward is responsible for addressing the needs of immunocompromised 
patients. They should be moved to an area away from the construction zone if the air 
quality cannot be assured during construction. These patients should wear a mask if it is 
necessary to transport them through or near the construction area. 
5.2.2. The responsible engineering party must ensure that: 


5.2.2.1. All windows, doors, air intake and exhaust vents are sealed in areas of 
the hospital adjacent to buildings that are going to be demolished including areas 
housing patients who are susceptible, to prevent air leaks into patient care areas. 
5.2.2.2. A dust barrier is created from the floor to the ceiling with the edges 
sealed. Plastic (for short-term projects) or sheetrock (for long-term projects) are 
examples of materials that can be used to seal the construction area. 

5.2.2.3. All windows, doors, vents, plumbing penetrations, electrical outlets and 
any other sources of potential air leak are sealed in the construction zone. Seal 
all holes, pipes, conduits and punctures appropriately. 
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5.2.2.4. Air pressure within the construction zone is negative compared with 
adjacent areas. A fan may be used for this purpose with a HEPA filtered exhaust. 
5 2.2.5. Air in the construction zone is exhausted directly outside. If this is not 
possible, then the air should be filtered through a HEPA filter before being re- 
circulated in the hospital. The integrity of the HEPA filter should be assessed to 
ensure that it is not punctured or blocked. 

5.2.2.6. Open ends of exhaust vents are capped to prevent air exhausted from the 
construction zone, from being drawn into the facility's air supply. 

5.2.2.7. Air ducts and spaces above ceiling are vacuumed before the construction 
project is started in the involved areas and repeated before utilization of the area 
to ensure sufficient functioning. The mechanical or electrical fixtures must be 
cleaned before installation of ceiling tiles. 

5.2.2.8. Work surfaces are water misted to control dust while cutting concrete 
wall or floor. 

5.2 2.9. A moist carpet to trap dust is placed inside the anteroom and inside the 
entrance and exit of the construction zone. The carpet should be vacuumed daily 
or when visibly soiled. 

5 22.10. A mat with a sticky surface is placed directly outside the impermeable 
barrier (anteroom), to trap dust from the equipment and shoes of personnel 
leaving the construction zone. Change mat on daily basis. 

522.11. The construction zone is cleaned daily using a wet mop technique. 
Used supplies and equipment are enclosed in covered containers when being 
transported out of the area to prevent spillage. 

5.22.12. Debris is removed by the construction workers at a period of low 
activity in the hospital i.e., in the evening when patients are in their rooms and 
visitors have left. If this is not possible, debris should be removed at the end of 
the workday by construction workers. Debris should be in tightly covered 
containers / carts or covered with moistened sheets before it is removed from the 


construction area. An external chute is used if necessary for removal of debris if 


construction is not taking place on ground level. 


5 2.2.13. Faucet aerators and other obstructing and stagnating features (e.g. long 
pipes and plumbing dead-ends) are removed if possible. 
5.2.2.14. Dust suppression is maintained in outdoor construction sites. 
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5.22.15. Copper-8-quinolinolate formulation is considered for application to 
walls. doors, frames, baseboards, exterior surfaces of radiators, vents in the 
rooms in the construction area and above false ceilings in adjacent areas. 
5.22.16. Installation of cleaned ceiling tiles is secured with silicone sealant. 
5.22.17. The partition floor track is clean prior to installation of sound insulation 
and closing of partition. 
5.2.3. All departments are responsible for reporting any discoloration of water promptly 
to maintenance and infection control personnel. Alternate water sources should be 
considered for patient use. 
52 4.Construction workers should wear protective clothing when working in the 
construction zone because of the high concentration of dust. To limit dust dispersion, if 
there is no external non-patient area exit, construction workers must remove the 
protective clothing and vacuum to remove the dust from their clothing before leaving 
the construction zone. 


The supplier of the HEPA filtered vacuum should indicate this provision in the contract 


document or they can wear clothes or paper coveralls that are removed each time they 


leave the work site. 

5.2.5. All personnel enterin 
must be removed each time the worker exits the work area. 

5.2.6. Infection Control Practitioner / Environmental Health Specialist personnel should 
regularly (weekly) visit the construction site until the project is completed to ensure that 
preventive measures are being adhered to or that appropriate modifications are made if 
there is any onsite design changes. If any concerns are identified, they should be brought 
to the attention of the responsible Engineering party and to the Infection Prevention & 


g work site are required to wear shoe covers. Shoe covers 


Control Director. 
5.2.7. Housekeepin 
or more frequently if nee 
5.2.8. Engineering in coordinati 
adequate signage. 

5.3. Post Construction Preventive Measures 


5.3.1. The responsible Engineering parly should: 
5.3.1.1. Thoroughly clean the construction zone, including all horizontal 


surfaces, before the barrier is removed, and again after the barrier is removed 


g are responsible for ensuring that adjacent areas are vacuumed daily 


ded with HEPA filtered vacuums. 
on with IP& C-EHOHS are responsible for ensuring 
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and before patients are readmitted to the area. Allow time for all dust to settle 
before doing final cleaning. 

5.3.1.2. Ensure that the multidisciplinary team or designate conducts a final walk 
through to ensure ventilation system is functioning properly in construction zone 
and adjacent arcas. 


w 


5.3.1.3. Flush water lines prior to use if they were disrupted. 

5.3.1.4. If there are concerns about Legionella and Aspergillus, consider hyper- 
chlorinating stagnant potable water or superheating and flushing all distal sites 
before restoring or repressurizing the water system. 

5.3.1.5. Disinfect unused cooling towers and water supply in unoccupied 
portions of buildings before they are put in use. 

5.3.1.6. Assess hot water temperature to determine that it meets the standards set 
by the hospital. 

5.3.1.7. Ensure that the multidisciplinary team or designate evaluates the 


preventive measures and reviews their effectiveness for any problems to ensure a 
positive outcome. 


5.3.1.8. Balance the air. 
532. Infection and Environmental control personnel should check the area before 
J patients are readmitted to the finished area and before removing or allowing the removal 
of the barrier. A fungal air sample will be taken if required. 
5.3.3. Housekeeping should clean the area thoroughly including vacuuming the work 
area with HEPA filtered vacuums. 


6.0. MATERIAL/EQUIPMENT: 
6.1. N/A 


7.0. REFERENCE: i 
7.1. GCC Manual for Infection Control 3“ Edition Manual(2018) 


Scanned with CamScanner 








Kingdom of Saudi Arabia 

Ministry of Health á all aj lig 

Jazan Health Directorate Ministry of Health 
AL-Harrth General Hospital 





DEPARTMENT OF INFECTION PREVENTION AND CONTROL 


DEPARTMENT POLICY PROCEDURE 
POLICY NUMBER: pem IPC-053 


DIE TITL E: l E | | HOSPITAL CONSTRUC TION. 
1 j 130 'FFEC j : AUG 30,2021 
APPROVAL DATE: BA p 30.2021 | EFFEC TIVE DATE : A 


) | "1. 30 [NU "PAGES:S of 8 
VERSION:2 DUE FOR REVIEW: | JUL 30.2023 | NUMBER OF PAGES: of 













APPLIES TO: Infection ¢ mp 


- 
| 


- —— 
— - e- —— 





— — -——— 


8.0.APPROVALS : BW 


— ^ 


NAME POSITION SIGNA TU RE n A TE u " 


e 
E ALAS 


Prepared by: 





Reviewed by: 





Concurred 


Approved by: 





—————— ————— 


Scanned with CamScanner 


/C 2221 e G. QUI AD plead) 3A | gia 
/ Tayal f 5 ei uo aile Sard) coy ti ay Lal wis. 
Appendix IPC41-01-class III/IV 
Infection Control Risk Assessment Permit omui ha o 7 Permit 
plist! Aaa, - CE ij lia att 


or 


Type | Type of Construction ~ Projet Stn Sm Date | | 
Jall e ai 8 ad] ål Ay i | | 


e 





Eau. Location Estimated Duration | 
| Kee Acal äs ` 9 jill 8a 
! Project EEE EE 
Aal () gua c vo ER 
; Contractor Performing Work NN Permit ege Date | 
AA ESE FEAT NN : 3. all elei) Ges) | | 
IC Matrix - Class of Precautions: Construction Project b Patient Risk 









CONSTRUCTION ACTIVITY. 


| Type A Inspection, non-invasive activity: 


Highest Risk 








Type B: Small scale, short duration 
moderate to high level of dust. 
vpe C: Activity generates moderate to 
gh levels of dust and/ or noise. 


II/IV | 


Ca [ow pum [mw | 
: > TE ; , | 
Type D: Major duration and construction II / IV | IV IV IV 
| activities requiring consecutive work shifts = 
TV kl lä? zk) CLASS IV Precautions _ 


| i'm Obtain Infection Control permit permit before construction begins. ` T ial A eai FE TERT dalle rey yaad Coa ule ROTE AC 


Isolate HVAC system in area where work is being done to prevent contamination of 
us ei 
La | the duct system e Leier KE 


Faas gall Aë digit Jal sal) tuas. Mii 


| 
| 
| 
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' Complete all critical barriers such as sheetrock, plywood, grengen to seal area from 
AA AN SUSY Ae, Ale, aad) « Aaa) 
| , non-work area or implement control cube method (cart with plastic covering and | eat dy ue) S ar RS, andi ai Jia 
; sealed connection to work site with HEPA vacuum for vacuuming prior to exit) before 4 Se PT E +$ iihi Ke 
| construction begins. ET sa SÉ e fo HEP A | 
E ——— : " Alae cima 
4 | Maintain negative air pressure within work site. ` 8 Aal gå ga Jala Sie JIS rilal elaél hia (ple Bial | 
5 | Seal holes, pipes, conduits, and punctures appropriately. — —— : | AX RA oaa pally caua ll ca fil) An ` 





Qui gall ayer da calla g E Abel Jaa JG Ad je e Lil 


Construction anteroom and require all personnel to pass through this room so they Lia dE Xia pl Ea cli te) a là ye AA zt 


6 | can be vacuumed using a HEPA vacuum cleaner before leaving work site or they can CA qc C CP "Ac cm e 
| : : gh AL eda Jd agisas gi Lert! gi ge 5 jatia Jd HEPA 
| , wear cloth or paper coveralls that are removed each time they leave the work site. ` wéi ON 8 PR ae 
| pap y : axi ës Chg pales 8 pa JS e LE), 1 Gy gt) Wales 


| l i Ayla£] elih Cpa Ma Lal giga el OIA Cui gall ias. 
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| All personnel entering work site are required to wear shoe covers. 


|! Do not remove barriers from work area until completed project is thoroughly cleaned Ca Agi aii g Glas] Aa, Lal Adbais Ca jal gall ANA gia 
by the Environmental Services Department. č R AA Aa Jud 


| 9| Provide Safety Data Sheet (SDS) for paint and disinfectants its prior to use. ` y 
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Soa Ca slg) sis Upon completion of project 

Do not remove barriers from work area until project is inspected by IP&C as well as, Eg pial yaad aiy cin Lan) Aäbla Ca jal gall A) aiu | 
thoroughly cleaned by the construction workers and the Environmental Services Ca SalI Ug Gis (ol) ASLZNU c (5 gael Aa aud lé Cys | 
department. Aya Calli $ EI 5 piai sün gae dé 


Remove barrier materials carefully to minimize spread of dirt and debris as a result paali y EL si! UGH Gye ell Alay b Jala) ad) 3l gall. 23 
, of construction activities. — — Ua Au Aa 


3 Contain construction waste before transport in tightly covered containers. alal Bä blake DEER oi Jail (id eeh alilia aaa 


gp 13) day | 
4 | Cover transport receptacles or carts. Tape covering unless solid lid. á As E EE jar 


| Vacuum work with HEPA filtered vacuums. = = | work with HEPA filtered vacuums. HEPA Vil Ab ja aad) iiaa aiaa aliia 


E E TESCH 
Cl Remove isolation of HVAC system in areas where work has been performed. | Aal Skis Lë a (il) ablia eh Aë Sale} 
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IC Matrix - Class of Precautions: Construction Project by E Patient Risk 


CONSTRUCTION ACTIVITY ` |LowRisk | Medium Risk | High Risk | 


Type A: Inspection, non-invasive activity 





Type B: Small scale, short duration 
. ,oderate to high level of dust. 


Type C: Activity generates moderate to SS 

nich levels of dust and/or noise. — iit /W 
Type D: Major duration and construction m / IV IV |w | vw | 
activities requiring consecutive work shifts — 


D iiai et plat ` CLASS D IV Precautions — | 
e Lil (S eai Qd HERR PORC | 
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pasia ead Jub alli Jal gall agas te Vis | 
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Anise aa Sarl (d ga cl SEY! ame Siudy Lbs 

wae Jill Alae ea Jó (9 AN Jó cadat! HEPA 


4 | Lal gi ga (Ja rilal el 94] Jia ale Bä 


1 5 | Seal holes, pipes, and punctures ap ma ai. AM JS pal gall g cus e ca OC A 


Coal gall uae Cy Callens EA al d hall ib Ade £L 

















ij Complete all critical barriers such as sheetrock, plywood, plastic to seal area from 

| non-work area or implement control cube method (cart with plastic covering and 

; sealed connection to work site with HEPA vacuum for vacuuming prior to exit) before 
construction begins: 
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| ! Construction anteroom and require all personnel to pass through this room so they Alois dala aad -- 
* 5] can be vacuumed using a HEPA vacuum cleaner before leaving work site or they can Y oF SS de » x a e QA HEPA | 
wear cloth or paper coveralls that are removed each time they leave the work site. ee pipa C "m 5 ja E^ Ge 7 ou y Aa, 
em E EE Ashe plat ju 
| 7 | All personnel entering work site are required to wear shoe covers. Fin Cage le dan gr cl Ela Gi gall Ss pini 
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A Do not remove barriers from work area until completed project is thoroughly cleaned Qa uiuis LA. ui Lal ibis o Ca jal gal Tay m" 
| by the Environmental Services Department. ` . č E BEEN Adsl done (d 
| a Provide Safety Data Sheet (SDS) for paint and disinfectants prior to use. padi’! Já Cl hall g gall All Zur Ain gi 
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| 1| Remove barrier materials carefully to minimize spread of dirt and debris as a result alaall g £o sil Jai} v ax Dë EH A Leah AN 3 | 

| _ of construction activities. 

| Contain construction waste before transport i in in tightly ci covered containers. | ofi ius x ors SET an dé eia ETE - 


3.1 D transport receptacles or carts. Tape covering unless solid lid. 


— PE 
| _4 | Vacuum work with HEPA filtered vacuums. HEPA Jii ihs ja Gin) dann Tai 
; Use wet mop with disinfectant. | TS wall alata | 
BET Remove isolation of HVAC system in areas where work has been — ial} (i ô 
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— CONSTRUCTION A d ACTIVITY Medium T3 High MENN Highest Risk 
| Type A: Inspection, non-invasive activity una. I 


| Type B: Small scale, short duration á 
I ~oderate to high level of dust. H d II / IV 
| «ype C: Activity generates moderate to ny In III / IV III / IV 





high levels of dust and/ or noise. E | 
Type D: Major duration and construction III / IV IV IV 
activities requiring consecutive work shifts | 


| 1st Obtain Infection Control permit before LES begins. " elit) A ead Jä ail daks dei elt dëaall | 

























| Remove or Isolate HVAC system in area where work is being done to prevent PEENE NERE 

contamination of the duct system 

| Essia pad JÉ déi jal gall qua ii | 

| iaki Jui Ae, Als, ay gs aal, Aya Hg! She | 

| vi das) asail qasa Ai, ja SiS d Lal Aë Alia Cp 

| Aie ga Daal gisa ol) GE YT aia Siudy d | 
én sill Aulae. eu (Lá (e 9 A1 Jó Cai HEPA 

Aal a ga RA call el gg] hia de Ball 
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| aana irane and —— os 
Jal la: | d Ubu BI ciu e | 
- Eca transport receptacles or carts. Tape covering unless solid lid. E EE ww 


aiu) Jub c jglaali g Lk sua asd E 





; Complete all critical barriers such as sheetrock, plywood, plastic to seal area from 

| non-work area or implement control cube method (cart with plastic covering and 

' sealed connection to work site with HEPA vacuum for vacuuming prior to exit) before 
| construction begins. 


4| Maintain negative air pressure within work site work site. 


, Contain construction waste before transport in in tightly covered containers. Cho. covered containers. Choose low | 










T Provide Safety Data Sheet (SD Safety Data Sheet (SDS) for pair for paint and t and disinfectants prior to use. prior to use. 









SEENEN eae ee | 
Caos uox Ad C DU Ada cui Jet gu 42 as | 


| Do not remove barriers from work area until project is inspected by IP&C as well as, 


] | thoroughly cleaned by the construction workers and the Environmental Services Ca dalsi Leid A ABLAYL: « e gall Adis aud Ju Cy 
| department. aal lard) 8 äs pli Jac (ai 
| ! Remove barrier materials carefully to minimize spreading of dirt and debris Qai yall aUas g Lag] LASI cya doll juu; aalt AJ JE 
| associated with construction. eiat, | 
| 3 | Vacuum work with HEPA filtered vacuums. | HEPA Aë Asi ja Goal) Anca lä el | 


| Wet mop with disinfectant. CU cl laa) al Sica 
5 | Remove isolate HVAC system in areas where work is being performed. 
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Type of Construction | 
da! pos ETENN 
| Construction Location | Estimated Duration | | 

gical) ad ga | | £3 all Sie | | 
| Project Coordinator | 


| £3 all J gine 


Contractor Performing Work | 
| Al gal | 


| IC Matrix - Class of Precautions: 
CONSTRUCTION ACTIVITY 











| Permit Expiration Date 
| E | adl el gil ^ dÄ 
Construction Project by Patient Risk | d 
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| Type A: Inspection, non-invasive activity 


| Type B: Small scale, short duration 
| moderate to high level of dust. 


| Type C: Activity generates moderate to | III / IV 
| high levels of dust and/ or noise. | 
` Type D: Major duration and construction IV 
~ctivities requiring consecutive work shifts | d 
Ee cie] ihia oke) CLASS IV Precautions SA | 
1 | Obtain Infection Control permit before construction begins. LA (rà eas Sud o aial Aes Tuai Lue gua 


| | Isolate HVAC system in area where work is being done to revent contamination of dën i 20 um 
| the duct s deg ° i jaah UA Bingly om mé 























































l geg — ee ae Se ne ca TR) Er Cae emm 
Complete all critical barriers such as sheetrock, plywood, plastic to seal area from | 23h: y Qui El Ty Ia uA RA 
non-work area or implement control cube method (cart with plastic covering and olde) "e" ` : Pet LE i por à "d e 
sealed connection to work site with HEPA vacuum for vacuuming prior to exit) before i Se aa Y ET Kee ! ja L dë 





construction begins. _ A su Jub (e s à HEPA 


— D ga Qa qi el sli le Ba 
m vg Ru el gall s LY g gil 
Cgil gal ias. cya Gilles E g Aalt gal dë ABS phiil 
Aia gS e lala AE OS, pia Uys s yl 
a LOL £133) agia gf Jarl) gå ga 5 jitia Lé HEPA 
el Se C14 3, ya JS GÀ UG) ai i all Ciel 
Zë) ela a C ga Jarli ali ga el Oa Guile gall uas. 





















4 | Maintain 
| 5| Seal holes, Dip conduits, and punctures appropriately. 












| Construction anteroom and require all personnel to pass through this room so they 
| 6 | can be vacuumed using a HEPA vacuum cleaner before leaving work site or they can 


i wear cloth or paper coveralls that are removed each time they leave the work site, 
a aaau eme tte wor 


Fa | All personnel entering work site are required to wear shoe covers. 
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|! Do not remove barriers from work area until completed project is thoroughly cleaned 

_by the Environmental Services De artment. 

9 | Provide Safety Data Sheet (SDS) for paint and disinfectants prior to use.. 
ne et CET ( leese AUS. 


| Aäall Za gäil Ae U : : 


| Do not remove barriers from work area until project is inspected by IP&C as well as, Aal (yaad ai sim eal) ihia cya jal ga) All J eias 





















] | thoroughly cleaned by the construction workers and the Environmental Services O^ dalal Ligas il ELOY (oo gast Aale, ead (LÀ ya 
EE department. | Aal cial M Slay plist) Que Lë 













paal g lug) LASI cya Aal AU 8 Jalal of gall 43 5) 
eat As dau 

lëscht thia iL daf BI Qi p Lit cilia Aaen? 
"Med das i gl LOGN ebe Jil ciue Aui 


Remove barrier materials carefully to minimize spread of dirt and debris as a result 
| of construction activities. 


! 3 | Contain construction waste before transport in tightly covered containers. 
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| 4| Cover transport receptacles or carts. Tape covering unless solid lid. 


|! $ | Vacuum work with HEPA filtered vacuums. HEPA Jii Ah cal Aia elaÀ a 
E Use wet mop with disinfectant. " CASU cul ab ahii 
| 7] Remove isolation of HVAC system in areas where work has been performed. aad) 3l Led as qi 
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Infection Control Risk Assessment Permit Form - Construction Permit 
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Type of Construction |.  . | Project Start D Start pate 
ell E ai g ical! AAA A 
Buc: Location | SUTTER ae 
ginal! ai 9 paal 5.10 
Project IOT, Tel Ext. 
 Easoal J gina 
Contractor Performing Work WR Expiration Date 
iii J glad] Abel el git! Sa 1 


Supervisor Mobile 


eee EE did ogee as 





IC Matrix - Class of Precautions: ¢ Construction Project b Patient Risk 


= — CONSTRUCTION ACTIVITY _ .| Low Risk m — High Risk | Highest Risk 


| . ype A: Inspection, non-invasive activity I 

ee 

afr mm 
Vo 








Type B: Small scale, short duration 
| moderate to high level of dust. 
| Type C: Activity generates moderate to 
high levels of dust and/ or noise. 
_ Type D: Major duration and construction 
| activities requiring consecutive work shifts 






II 





III / IV 






| a ` [ehe Abia lela! CLASSI ASS I Precautions ` ` s Ped ie oe 
i Implement work methods to minimize dust dispersion from ciue pli) Jah ca Aal Cla? graa Lats | 
esl) 





construction operations. 







CSN e 3 gal) itua LOU e yg dAn | 








= Reeg Ba «(xad | 
1 | Minor demolition for remodeling. Ill eis jill e L| Aig all date] 


PALU (SDS) Al tity: 4849 jh ss 
ela! Qd cil dall s 






d Provide Safety Data Sheet (SDS) for paint and disinfectants prior to 
use. 
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"Fe 
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| Project Coordinator 
Acal J gina 
; Contractor Performing Work | 
Aal cj gtii | 


E 
| Supervisor | 


| Type A: Inspection, non-invasive activity 
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ype B: Small scale, short duration 
| 1nOoderate to high level of dust. 


|, Type C: Activity generates moderate to 
| high levels of dust and/ or noise. 


| Type D: Major duration and j | 7 
[activities requiring consecutive work shifts —  —  — -—— 
P HEET 


BR 















— a 


borne from dispersing into atmosphere. | ` 


; Water mist work surfaces to control dust while cutting. 










Provide active means to prevent air- 












el Cam gh JAN gh eia udi cala i | 
- E | 
Had Ju piy assina Aë TEXTE 
Arra mm Cla Jaks aa 


Cally JAlaall A, jS cya aal (5 aa) Clues toa s | 


| Seal unused doors with duct tape 


Ka Block off and seal air vents. 











| Place dust mat at entrance and exit of work area 





Saal! eL) $32, gly AH catio) 





Pdi) Jub cul lali e E AA curia 48, yd si 








| Fg pial! Cua ela! Ae Upon completion of project | 


1 Wipe work surfaces with hospital approved disinfectant. RS aai Saa cl yg weree 
alsals alba, Ay gla eh ÄIS t5 ! 


















All ald yea Aë) | 








4 | Wet mop and / or vacuum with HEPA filtered vacuum before leaving work area. GA gall $35. Jå HEPA ups d Ab A Assal mU 


| | = D D D p | * 
| 5] Remove isolate HVAC system in areas where work is being performed. Sard) Ca SL) ana Sto sli cial Sale 
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Appendix 02-A 
Determining The Type Of Construction /Renovation 
SA apa Al E ai Aua) i gai 

l- Removal of ceiling tiles for visual inspection 
limited to tile per 50 square feet 

2-Painting (but no sanding) 

3- Wall covering, electrical trim work, minor 
plumbing, and activities which do not generate dust 
or require cutting of walls or access to ceilings other Q5 (s jM Cá gual! coll doen sl al cyl ossi qi 
than for visual inspection g yal aa All 


l- Installation of telephone and computer cabling | F 93a Sl 9 ALA CLS Cus ji. | 
2- Access to close spaces | AAR Al alala ll (gua gil - Y 


3- Cutting of walls or ceiling where dust migration gÅ Sail Sas Cue CAR] A olaa abd P 
can be controlled Aal 8 ball 


l- Sanding of walls for painting or wall covering 
2- Removal of floor coverings, ceiling tiles and | 
caseworks 


3- New wall construction ee 
4- Minor duct work or electrical work above ceilings | Cá glad) 398 oils gS has of bus (ap ni 


5- Any activity which cannot be completed within a 82] 9 Jae Angi (LÀ ATLAS] Sas Y but el -° 
single work shift | 
6- Painting in medium and high risk areas | 


7- Moderate to high level of noise (cutting steel) 


l- Activities which require consecutive work shifts | 


2- Requires heavy demolition or removal of a complete 
cabling system. 


3- New construction 


Appendix 02-B 
Determining Patient Risk Groups That Will Be Affected By The Construction /Renovation 
PLAN / eaa jill ALS Ge Ou. Hä Ci paa Cyl) (oa yall el Jail Cile gene giai i gal 
Patent areas not listed m Group3oré [tal peal Foal a ga 
KR EEN 
[Laboratories not specified Greg? | Ferd ii a aid pud 
| ial agi 
[Emergency room SSC 
C ae 
Labor and delivery Pay ela 
[Microbiology / Virology laboratories | i AD LS cla aA 
[Outpatientsurgery Site 
m ooa UO 
EEN 


Surgical units 


Group 4 Highest Risk RE 
8 polis el £ de ganal Negative pressure isolation rooms llad hial ai ah Ade 

















































elt yai g pa paal) A8. lesa AN5 
dJa e: oe JS L 
8 jJAiuall pulg gaal Y 
ASL) c Aib je Sli ahli iae] e olaa Asi LY 
JS calls A LiT al gi y Cui Alea s 8 All 


Type A Q syl t gill 
Inspection and non-invasive 
activities including, but not 
limited to: 
AMS à La Agi yal më ALY GE 
Ql ru cle 




















Type B QA g sil 
Small scale, short duration 
activities which create minimal 
dust. Includes, but is not limited 
$ ll Saal c3 9 $ Sall Aert 
Oll Dias ole lanas gle cud ill 


Typec cll d gill 
Work which generates a 
moderate to high level of dust or 
requires demolition or removal of 
any fixed building components or 
mblies, including, but not 
liuuted to 
SÄI Aa el ës cg giua al gs cll chall 
al AN gf AU} ali d l ya 
uà a c AMI ENERET 
andi Y CA duu (ule c oils 


Type d e) e sill 
Major demolition and construction 
projects including, but not limited to: 
coke eb (uà Lay uas Ah All sell o hie 
Ql chua 































Äg) Jalal) Alba? d Gla all aal 5 dine - 
hila 
ciu gos. s ciil Ly Shue I bo Ay SI Y 
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Group 2 Medium Risk 
ALS A ihu gia Y de gazali 


























Group 3 High Risk 
hiai Aale Y Ae panali 
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Appendix IPC41-04 
Follow —Up For Construction Permit -- guaill al Axa giga 
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Kingdom of Saudi Arabia om". 

Ministry of Health 8 B. m 
Jazan Health Directorate dual | Gy |J g 
AL-Harrth General Hospital "TEEN GF Beatie 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 


INTRDEPARTMENTAL POLICY PROCEDURE 


IP P TITLE: WASTE MANAGEMENT 

APPROVAL DATE: | JUL 30,2021 EFFECTIVE DATE : AUG 30,2021 
VERSION:1 DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:1 of 7 
1.0. PURPOSE: 


1.1. To define the method for handling, transporting, and disposing of infectious 
waste to ensure cost reduction and the safety of HCWs, sanitation Workers, 
and the general public. 

1.2.provide a process governing the management of infectious and non- 
infectious medical waste including monitoring and control methods for safe 
handling, storage, labeling, segregation, reporting, transportation, safe 
disposal and treatment processing in accordance with the health and safety 
guidelines, laws and regulations 



















2.0. DEFINITION: 


2.1. Medical waste - is defined as: potentially infectious waste materials 
generated at health care facilities, such as hospitals, clinics, physician's 
offices, dental practices, blood banks, and etc. 


3.0. POLICY: 


3.1. All staffs must comply with the proper waste segregation. 

3.2. Infectious waste (also called medical, biomedical, regulated or biohazard 
waste) is defined as materials generated as a result of the diagnosis or 
treatment of a patient and that is capable of producing an infectious disease. 

3.3. The risk of acquiring an infection from medical waste is extremely remote. 
No waste disposal worker or member of the general public has ever acquired 
an infection from medical waste. 

3.4.In general, the microbial load of hospital waste is less than that of residential 
waste. 

3.5. Careless designation and disposal of all hospital waste as “infectious waste” 
by HCWs leads to unnecessary consumption of hospital resources to manage 
such waste. 

3.6. Infectious waste has been specifically defined by regulatory authorities such 
as the Centers for Disease Control (CDC) and the Environmental Protection 
Agency (EPA). For any infectious waste to be capable of causing infection, a 
susceptible host must be exposed to a pathogen in the waste and must have a 
portal of entry, and the pathogen must be of sufficient virulence and quantity. 
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4.0. RESPONSIBILITY: 
4.1. Hospital department responsible for waste collection and disposal . 
4.2. The Department of Infection Prevention & Control will assist with staff education 
and the hospital's auditing office will monitor and give feedback. 





5.0. PROCEDURE: 
5.1. A. Three methods of waste segregation must be followed at the point of 


generation (e. by the end user). 

5.1.1. BLACK bags 
5.1.1.1. Used to dispose of general hospital waste. 
5.1.1.2. Items that would not release (drip) blood or other potentially 
infectious materials in a liquid or semi-liquid state if squeezed. 
5.1.1.3. Place solid waste not grossly contaminated with potentially 
infectious blood or body fluids from isolation rooms or operating rooms 
in black bags. 
5.1.1.4. Laboratory solid waste, not included in the infectious waste 
category. 

5.1.2. YELLOW bags 
5.1.2.1. Used to dispose of infectious waste. 
5.1.2.2. Containers with blood/body fluids that cannot be emptied. 
5.1.2.3. All microbiological waste (specimens, cultures, and stocks of 
etiologic agents). 
5.1.2.4. Items moderately or heavily soaked (dripping) in blood or body 
fluids. 
5.1.2.5. Chemotherapy waste. 
5.1.2.6. Place infectious waste in the appropriate designated container, 
lined with yellow disposal bags. 
5.1.2.7. One garbage bin lined with a yellow disposal bag can be kept in 
the dirty utility room of non-ICU units or areas. 

5.1.3. SHARPS containers 
5.1.3.1. Used to dispose all needles, scalpels, pipettes, syringes, and glass 
items. 
5.1.3.2. Do not disassemble blades or needles from equipment. 
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5.1.3.3. Discard sharps so that they do not protrude from the opening of the 
container. 
5.1.3.4. Replace the sharps container promptly when the sharps container is 3⁄4 
filled and reaches the fill line. 
5.1.4. RED bags 
5.1.4.1. Use to transport body parts, organs, or fetuses for burial. 
5.2. Healthcare workers 
5.2.1. Discard all waste generated in your area into the appropriate bin. 
5.2.2. Wearing the appropriate protective apparel, carefully pour potentially infectious 
liquid waste down the drain. 
5.2.3. Care should be given not to generate splashes that may contaminate yourself and 
the surrounding environment. 
5.2.4. Hand hygiene sinks should not be used to dispose of such fluids. 
5.4.5. Place empty bulk blood and blood product containers in black bags. 
5.4.6. Perform hand hygiene immediately after body fluid exposure. 
5.3. Environmental services (Housekeeping services) 
5.3.1. Pick up waste at least once per day and as needed. 
5.3.2. Handle bags at the top so that the bags do not come in contact with your body. Do 
not use your hands to compress (squeeze) waste in containers/bags. 
5.3.3. Tie bags securely before placing them in a temporary holding area such as a dirty 
utility room. Do not store waste bags in hallways or corridors. 
5.3.4. Replace the sharps container promptly when it is 3⁄4 full or reaches the fill line. 
5.4.5. Fasten the cover of a full sharps container securely before removing. 
5.4.6. Decontaminate disposal bins/containers or frames when visibly soiled. These 
items should be cleaned weekly with hospital-approved disinfectant. 
5.4.7. Decontaminate carts used for transporting waste within the hospital daily using a 
hospital-approved disinfectant solution. 
5.4.8. Use leak-proof carts that are readily cleanable to transport infectious waste from 
the point of generation or storage to the point of disposal and treatment. 
5.4.9. Place yellow bags in a holding area for incineration. 
5.4.10. Pick up and discard broken glass using a mechanical device such as forceps or a 
brush and dust pan. Broken glass should never be handled with gloved or non-gloved 
hands. 
5.4.11. Clean blood spills according to a written procedure (see *Blood Spills Cleaning" 
below). 


5.4. Blood Spills 
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5.4.1.All work locations where employees may come into contact with blood or other 
potentially infectious material must have equipment/kits available to safely and 
effectively clean up any spills. This kit must include the following: 
5.4.1.1. Personal protective equipment (PPE): gown, gloves, eyewear, mask, 
forceps, plastic scoop, absorbent material, and yellow bags. 
5.4.1.2. Sharps container and approved hospital disinfectant (bleach). 
5.4.2. Procedure 
5.4.2.1. The steps described below should be taken when cleaning and 
decontaminating spills of blood or other potentially infectious materials: 
5.4.2.1.1. When an infectious/medical waste spill has been identified, 
perform the following steps: 
5.4.2.1.1.1. Control access to area 
5.4.2.1.1.2.Contain the spill with paper towels or other absorbent 
materials 
5.4.2.1.1.3.Contact housekeeping to disinfect the area 
5.4.2.1.2. Control access to area: Prevent people from walking through 
affected area and spreading the blood or other potentially infectious 
material to other areas. 
5.4.2.1.2.1. Put on appropriate PPE 
5.4.2.1.2.2. Use forceps, a plastic scoop, or other mechanical 
means to remove any broken glass or other sharp objects from the 
spill area. 
5.4.2.1.2.2.1. Never pick up sharps with your hands. 
5.4.2.1.2.2.2. Take care not to create aerosols. 
5.4.2.1.2.2.3. Place sharp objects carefully in sharps 
container. 
5.4.2.1.3. Contain spill: Use paper towels or other absorbent materials to 
contain the spill. 
5.4.2.1.3.1. Apply the appropriate disinfectant. To avoid creating 
aerosols, never spray disinfectant directly onto the spilled 
material. Instead, gently pour disinfectant on top of paper towels 
covering the spill or gently flood the affected area, first around 
the perimeter of the spill, then working slowly toward the spilled 
material. If sodium hypochlorite solution (5.2596 household 
chlorine bleach) is used, prepare a fresh solution on a daily basis. 
5.4.2.1.3.1.1. Leave for the recommended contact time. 
5.4.2.1.3.1.2. Pick up all absorbent material and carefully place in 
a yellow bag for disposal. Remove PPE and place in a yellow bag 
for disposal. 
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5.4.2.1.3.1.3. Seal the yellow bag. 
5.4.2.1.3.1.4. Wash hands thoroughly with soap and water. 
5.4.2.1.4. Contact housekeeping to clean the affected area with hospital- 
approved disinfectant. 
5.4.3. SPILLS occurring within the biosafety cabinet 
5.4.3.1. When infectious material is spilled within the biosafety cabinet, it should be 
cleaned up immediately by the individual performing the work. If the cabinet is certified 
and working properly and not overfilled with lab equipment, which limits the cabinet's 
air flow, there is little risk of aerosolization of the material into the general laboratory 
environment. 
5.4.3.2. Additionally, employees working with potentially infectious microorganisms 
must wear adequate personal protective equipment (PPE). 
5.4.3.3. When cleaning and decontaminating a spill within a biosafety cabinet, care 
should be taken not to move hands and arms into and out of the cabinet unnecessarily. 
This action creates turbulence that reduces the laminar air flow characteristics and the 
effectiveness of the biosafety cabinet. A suitable disinfectant and laboratory wipes 
should always be available within the cabinet or on the supply cart or table directly 
adjacent to the biosafety cabinet. 
5.4.3.4. Procedure 
5.4.3.4.1. To effectively clean and decontaminate a spill within the biosafety 
cabinet follow these steps: 
5.4.3.4.1.1. With cabinet air flow running, cover the affected area 
immediately with absorbent material. 
5.4.3.4.1.1.1. Using hospital-approved disinfectant, gently spray 
the top of the covered spill. 
5.4.3.4.1.1.2. Leave for the recommended contact time. 
5.4.3.4.1.1.3. Pick up the absorbent material and place in a small 
autoclave bag inside the biosafety cabinet. 
5.4.3.4.1.1.4. Clean the affected area again with disinfectant. If 
chlorine bleach is used, the affected area should be cleaned with 
70% ethanol afterward to remove residual bleach. Chlorine 
bleach will pit and corrode the stainless steel work area inside the 
biosafety cabinet. 
5.4.3.4.1.1.5. Place the sealed bag in a biohazard waste 
receptacle. 














VERSION:1 





6.0. MATERIALS/EQUIPMENT: 
6.1. Medical waste bin 
6.2. Sharp container 
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6.3. Waste plastic/bag (yellow and red) 
6.4. Spill kit 


7.0. REFERENCE: 
7.1.GCC Manual for Infection Control 3™ Edition Manual(2018) 
7.2. MOH ( Ministry of Health) 


8.0. APPROVALS : | 


d 
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Appendix 01: Summary of Infectious/Hazardous Waste Management Plan 
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1.0. PURPOSE: 


1.1.To provide guidelines to prevent infection from blood and body fluid 
spillages in all areas including the Laboratory, Wards, ER, ICU, OPD. 


2.0. DEFINITION: 


2.1. Spill kit - used to control, contain and clean up spills. Spill kit components 
are easily replaced individually and can be modified to suit individual 
requirements. 


3.0. POLICY: 


3.1. All blood and body fluids will be considered infectious. 
3.2. A Spill Kit should be available in all patient care units. 
3.3. Applies to all spills less than 250 ml in volume. 


4.0.RESPONSIBILITY: 
4.1. It is responsibility of the staff to know the proper use of spill kit. 


5.0. PROCEDURE: 
5.1. Immediately confine the area of spill using appropriate warning signs to avoid 


accidental contact by other people. 

5.2. Take the Spill Kit and place it conveniently near to the spill area but not on the floor 
where it may be accidentally stepped on. 

5.3. Wear PPE (gown, face mask with shield, gloves) to avoid contamination. 

5.4.Open the absorbent pack and sprinkle entire contents of the absorbent material 
evenly over bodily fluid spill. 

5.5. Allow for three (3) minutes contact time. Use scoop/scraper to pick up material and 
put into Biohazard Bag. 

2.6. Take the solution bottle with one evervesent sodium dischloro isocianurate tablet 
(Presept) then fill with water till level. Do not shake. Dissolve by inverting the 
container. 
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Paper towels and dispose in the yellow bag. 
5.8. Dispose all the items in the yellow bag. 
2.9. Wash hands with antiseptic Soap and water. 


6.0. MATERIAL/EQUIPMENT: 
6.1.Disposable Non-woven gown and gloves 


6.2.Face mask with shield 

6.3. Yellow bag with fastener 

6.4. Absorbent powder in container 

6.5. Towel 

6.6. Mini dust pan and brush (Scoop and Scrapper) 
6.7. Bottle + Presept tablet 

6.8. Spill sign board 


7.0. REFERENCE: 
7.1. CDC (Center for Disease Control), Guidelines for environmental infection control 


for healthcare facilities, 2003 
7.2. Ministry of Health, Saudi Arabia, Healthcare Facilities Housekeeping Policy, 2009 
7.3.Presept & Hard Surface Disinfectant Products, J&J ES http:/www.ini.com 
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0.0. PURPOSE 
A To prevent contamination of cleaning and sterile supply stored in 
clinical area using the relevant ministry of health standards as a guide 


1.0. DEFINITION 
2.1 Medical store : is a place where medical supply are stored. 


2.0. POLICY 

2.1. Medical storage areas are of adequate capacity, reqlarly cleaned, 
secured and away from contamination, air vents and direct sunlight. 

2.2. Medical storage areas should controlled Ventilation with adjusted 
temperature and humidity which temperature ranges from 22 C to 24 C 
and humidity up to 70%. 

2.3. Temperature and humidity should be documented daily. 

2.4. Storage shelves are at least. 40 Cm from the ceiling, 20 cm from the 
floor, and 5cm from the wall. 

2.5. Storage shelves should be made of easily cleaned material such as, 
fenestrated stainless steel or Aluminum. 

2.6. Sterile and clean items should be completely separated from personal 
items, foods, and drinks. 

2.7. No items are kept in the original shipping boxes, especially the 
clinical area. 

2.8. Medical store should be inspected regularly for evidence of pests. 

2.9. Medical store should be cleaned regularly and documented. 


3.0. RESPONSIBILITY 
3.l. Head Of Department To Check T, Humidity Every Day 
3.2. IPC Team To Monitoring Check Paper 


5.0. PROSEDURE 
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6.0. ATTACHEMENT 
N/A 






7.0. REFERANCE 


7.1. MOH Infection control tools ICA 2020 


8.0. APPROVAL 
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1.0. PURPOSE 
1.1.To develop and maintain effective and efficient cleaning methods and schedules which 
are necessary to provide a clean healthy environment for patients, staff and visitors. 
2.0.DEFINITION 
2.1. N/A 
3.0.POLICY 
3.].There will be an appropriate written schedule for cleaning and decontamination of all 
areas of the hospital. 
3.2.Routine cleaning procedures shall be effective and consistent. 
3.3.Cleaning products shall be selected on the basis of uses, efficacy, acceptability, safety 
and cost. 
3.4.All cleaning products shall be approved by the IP&C and their MSDS available for 
reference. All chemicals used by Environmental Services shall be approved by EHOHS 
through the related MSDS prior to any use or purchase. 
3.5.Cleaning activities shall minimize turbulence to prevent the dispersion of dust that may 
contain microorganisms. 
3.6. All housekeeping staff shall be made aware of and adhere to isolation precautions in 
patient care areas. 
4.0.RESPONSIBILITY 
4.].Contract managers and supervisors must assess the competency of employees by 
observing the techniques of the worker using written criteria that have been previously 
explained and demonstrated to the employee. If literacy and/or proficiency in English is 
not a problem, written tests can be administered. 
4.2.All Housekeeping Managers and Supervisors who are responsible for the selection and 
use of cleaning products and the education of their staff shall have an understanding of 
the differences between a disinfectant detergent and a non-disinfectant cleaning agent. 
4.3.Infection Prevention & Control especially its Environmental Health and Occupational 
Health & Safety Section must have a thorough knowledge of the cleaning agents and 
disinfectants used by Housekeeping Services. 
4.4.Environmental Services must comply with all the applicable regulations and standards of 
hospital. 
4.5. EHOHS, IPC, OSHA and other related national and international safety regulations to 
prevent potential contamination, minimize risk and maintain safe environment. 


5.0.PROCEDURE 
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5.1.Standard Precautions- All housekeeping staff shall adhere to Standard Precautions 
when cleaning a room. 

5.2.Transmission-based Precautions - All housekeeping staff shall adhere to airborne, 
droplet and contact precautions when cleaning a room. 

5.3.Personal Protective Equipment - Gloves shall be worn when performing any 
cleaning activities. Disposable gloves shall be used except where there is a high risk 
of percutaneous injury when heavy-duty gloves shall be worn. Personal protective 
equipment shall be worn according to transmission-based isolation precautions used 
in patient’s room. 

6.0.MATERIALS AND EQUIPMENTS 


6.1.GUIDELINES 
6.1.1. Principles and Methods of Disinfection of Equipment and Supplies 
(Factors Affecting Disinfectant Activity): 
6.1.1.1. Concentration of Disinfectant: In general, the more concentrated, 
the greater the killing capacity of a chemical. However, the higher 
the concentration, the more likely a chemical will damage the 
surface that it is designed to disinfect. 
6.1.1.2.A successful product must be effective at a low but sufficient 
concentration to avoid corrosion, staining, or other damaging 
effects to inanimate surfaces, hands, and mucous membranes of 
the personnel. 
6.1.1.3.If the concentration is too low, the killing capacity of the 
chemical is decreased. 
6.1.1.4.The greater the number of microbes present, the more difficult the 
surface is to disinfect. 
6.1.2. Cleanliness of the Surface 
6.1.2.1.(Basic Principles) 
6.1.2.1.1. Physical protection of the microbe is afforded by soil. 
The disinfectant must penetrate the microbial cell to 
destroy it. 
6.1.2.1.2. Organic matter may contain large numbers of bacteria. 
6.1.2.1.3. Organic matter may inactivate the disinfectant; 
therefore, cleaning must precede disinfection. 
6.1.2.1.4. Residual detergents from cleaning may inactivate the 
disinfectant; therefore rinsing is important. 
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6.1.2.1.5. Disinfection requires that the object to be disinfected 
have direct contact with the wet disinfecting agent for 
a specified time. 
6.1.2.1.6. The exact contact time required depends on the 
disinfectant used and all the other factors that affect 
disinfectant activity. 
6.1.2.1.7. The number of surviving organisms decreases with 
time of exposure to the disinfectant. 
6.1.2.1.8. Water hardness — the presence of soluble calcium or 
magnesium compounds in water; they react with soap 
to form an insoluble precipitateand tend to neutralize 
some disinfectants. 
6.1.2.2. Resources Required : 
6.1.2.3.Approved disinfectants, disinfectant detergents and non- 
disinfectant cleaning agents. 
6.1.2.4.Personal protective equipment. 
6.1.2.5.Adequate supply of cleaning equipment. 
6.1.3. Principles of Cleaning and Disinfecting Environmental Surfaces : 
6.1.3.1.Environmental surfaces include medical equipment surfaces and 
housekeeping surfaces. 
6.1.3.2.Although microbiologically contaminated surfaces can serve as 
reservoirs of potential pathogens, these surfaces are generally not 
directly associated with transmission of infections to either staff 
or patients. The spread of microorganisms from environmental 
surfaces to patients is largely via hand contact with the surface. 
While hand hygiene is important to minimize the impact of this 
spread, cleaning and disinfecting environmental surfaces as 
appropriate is fundamental in reducing their potential contribution 
to the incidence of healthcare associated infections. 
6.1.3.3.According to the Spaulding classification, environmental surfaces 
are “non-critical” surfaces that generally do not come into direct 
contact with patients during care. These surfaces carry the least 
risk of disease transmission and can be safely decontaminated 
using less rigorous methods of disinfection. Low-level 
disinfectants also referred to as sanitizers, are satisfactory and 
these include quaternary ammonium compounds, some phenolics, 
and some iodophors. 
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6.1.3.4.Germicidal chemicals cleared as skin antiseptics are not 
appropriate for use as environmental surface disinfectants. 
6.1.3.5.Cleaning is the necessary first step of any sterilization or 
disinfection process. Cleaning is a form of decontamination that 
renders the environmental surface safe to handle or use by 
removing organic matter, salts, and visible soils, all ofwhich 
interfere with microbial inactivation. 
6.1.3.6. The physical action of scrubbing with detergents and surfactants 
and rinsing with water removes large numbers of microorganisms 
from surfaces. If the surface is not cleaned before the terminal 
reprocessing procedures are started, then the success of the 
disinfection process is compromised. 
6.1.4. Strategies for Routine Cleaning of Medical Equipment : 
6.1.4.1.Manufacturers of medical equipment should provide care and 
maintenance instructions specific to their equipment. These 
instructions should include information about materials 
compatibility with chemical germicides, whether or not the 
equipment can be safely immersed for cleaning, and how the 
equipment should be decontaminated if servicing is required. 
6.1.4.2.Barrier protection of surfaces and equipment isuseful, especially 
if these surfaces are: 
6.1.4.2.1. Touched frequently by gloved hands during the 
delivery of patient care; 
6.1.4.2.2. Likely to become contaminated with body substances; 
6.1.4.2.3. Difficult to clean. 
6.1.4.2.4. Impervious-backed paper, aluminum foil, plastic or 
fluid-resistant covers are suitable for use as barrier 
protection. 
6.1.5. Strategies for Routine Cleaning of Housekeeping Surfaces : 
6.1.5.1.Housekeeping surfaces require regular cleaning and removal of 
soil and dust using a detergent/disinfectant. 
6.1.5.2.Extraordinary cleaning and decontamination of floors in 
healthcare settings is unwarranted. Studies have demonstrated 
that disinfection of floors offer no significant advantage over 
regular detergent/water cleaning and has little or no impact on the 
occurrence of healthcare-associated infections. Further, newly 
cleaned floors become rapidly re-contaminated from airborne 
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microorganisms and those transferred from shoes, equipment 
wheels, and body substances. 

6.1.5.3.Cleaning methods that produce minimal mists and aerosols or 
dispersion of dust in patient-care areas are preferred. 

6.1.5.4.Part of the cleaning strategy is to minimize contamination of 
cleaning solutions and cleaning tools. Bucket solutions become 
contaminated almost immediately during cleaning, and continued 
use of the solution transfers increasing numbers of 
microorganisms to each subsequent surface to be cleaned. 
Cleaning solutions should be replaced frequently. Laundering of 
cloths and mop heads after use and allowing them to dry before 
re-use, can help to minimize the degree of contamination. 

6.1.5.5.Another reservoir for microorganisms in the cleaning process 
may be dilute solutions of the detergents or disinfectants, 
especially if the working solution is prepared in a dirty container 
and stored for long periods of time. 

6.1.6. Recommendations for Routine 

6.1.6.1.Cleaning of Housekeeping Surfaces 

6.1.6.2.Do not use high-level disinfectants/liquid chemical sterilants on 
non-critical surfaces for disinfection. 

6.1.6.3. Keep housekeeping surfaces (e.g. floors, walls, tabletops) visibly 
clean on a regular basis and as spills occur. 

6.1.6.4.Use an EPA registered hospital grade disinfectant/detergent 
designed for general housekeeping purposes. 

6.1.6.5.Follow manufacturers’ instructions for proper use of 
cleaning/disinfecting products, paying close attention to specified 
use dilutions and stated contact times. 

6.1.6.6.Never mix different housekeeping solutions. 

6.1.6.7. Clean and disinfect high touch surfaces (e.g. door knobs, bed 
rails, light switches, surfaces in and around toilets in patients’ 
rooms) on a more frequent schedule compared to that for minimal 
touch housekeeping surfaces (see Housekeeping DPP). 

6.1.6.8. Clean walls, blinds, and window curtains inpatient care areas 
when they are visibly dusty or soiled. 

6.1.6.9.Do not use disinfectant fogging for any purposes in patient care 
areas. 

6.1.6.10. Avoid large-surface cleaning methods that produce mist 
or aerosols or disperse dust in patient care areas. 
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6.16.11, Follow proper procedures for effective use of mops, 
cloths, and solutions: 

6.1.6.12. Prepare cleaning solutions daily or as needed, and replace 
with fresh solutions frequently. 

6.1:6.13. Use clean mops and cloths every time a bucket of 
cleaning solution is emptied and replenished with clean, fresh 
solution. | 

6.1.6.14. Clean mops and cloths after use and allow to dry before 
reuse or use single-use, disposable mop heads and cloths. 

6.1.6.15. Mop heads should be sent to the laundry on a daily basis. 

6.1.6.16. After the last surgical procedure of the day or night, wet 


vacuum or mop the operating room floors with a single use mop 
or a clean mop head and an EPA-registered hospital disinfectant. 

6.16.17, Do not use tacky mats at the entrance to operating rooms 
or delivery suites. 

6.1.6.18. Use proper dusting methods for all patient care areas 
especially for immune suppressed patients’ areas. 

6.1.6.19. Wet-dust horizontal surfaces daily using cloths moistened 
with an EPA-registered hospital disinfectant. 

6.1.6.20. Avoid dusting methods that disperse dust (e.g., feather 
dusting). 

6.1.6.21. Keep vacuums in good repair and keep vacuums with 
HEPA filters for use in high-risk patient care areas. 

6.1.6.22. Close the doors of immune compromised patients’ rooms 
When vacuuming corridor floors to minimize exposure to airborne 
dust. 

6.1.6.23. Take precautions when using phenolic disinfectant in 
neonatal units. 

6.1.6.24. Prepare solutions to correct concentrate ons in accordance 
with manufacturers’ instructions or use premixed formulation. 

6.1.6.25. Do not use phenolics to disinfect bassinets or incubators 
during an infant's stay. 

6.1.6.26. Rinse phenolic-treated surfaces with water. 


6.1.7. Cleaning Strategies for Spills of Blood and Body Fluids 
6.1.7.1. Promptly clean and decontaminate spills of blood or other 
potentially infectious materials. 
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6.1.7.2.Follow proper procedures for site decontamination of blood and 
body fluid spills. 
6.1.7.3.Use protective gloves and other personalprotective equipment 
appropriate for this task. 
6.1.7.4.If the spill contains large amounts of blood or body fluids, clean 
the visible matter with disposable absorbent material, and discard 
the used cleaning materials in appropriate, labeled containment 
(red bags). 
6.1.7.5.Swab the area with a disposable cloth, moderately wet with 
disinfectant and allow the surface to dry. 
6.1.7.6. Use intermediate-level germicides (germicides registered by the 
EPA for use as hospital disinfectants and labeled tuberculoidal) at 
recommended dilutions and full contact time to decontaminate 
spills of blood and other body fluids. 
6.1.7.7.Use a one-step cleaning/disinfecting procedure for small spills. 
6.1.7.8. If Sodium Hypochlorite solutions (e.g. household chlorine 
bleach) are selected for use: 
6.1.7.8.1. Usea 1:100 dilution (500 ppm available chlorine) to 
decontaminate non-porous surfaces after cleaning a 
spill of either blood or body fluids in patient-care 
settings. 
6.1.7.8.2. Ifa spill involves large amounts of blood or body 
fluids, or if a blood or culture spill occurs in the 
laboratory, use a 1:10 dilution (5000 ppm available 
chlorine) for the first application of germicide before 
cleaning. 
6.1.8. Flowers and Plants in Patient-Care Areas 
6.1.8.1.Flowers and potted plants are not to be allowed in patient rooms 
of immunosuppressed patients. 
6.1.9. Some precautions for general public settings are: 
6.1.9.1. Limiting the flower and plant care to staff with no direct patient 
contact 
6.1.9.2. Advising hospital staff to wear gloves when handling plants 
6.1.9.3. Washing hands after handling plants 
6.1.9.4. Changing vase water every two days and discharging the water 
into a sink outside the immediate patient environment 
6.1.9.5. Cleaning and disinfecting vases after use. 
7.0.REFERANCES 
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7.1.1. Environmental Health Manual, Infection Prevention and Control Department, 
KAMC. 


7.1.2. GCC Infection Prevention and Control 3rd Edition Manual (2018) 
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NOTE: This form to be completed by Housekeeping Supervisor and SUBMIT to Head of Infection Control Department every THURSDAY 


Done By : Housekeeping Supervisor Approved By: Charge Nurse 
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1.0. PURPOSE: 


1.1. To provide guidelines for decontamination of soaked medical equipment and its preparation 


for sterilization or disinfection. 
1.2. To ensure that the products of CSSD meet the required degree of sterility through regular 


monitoring and safe, effective distribution procedure of used and sterile items. 


2.0. DEFINITIONS: 
2.1. Cleaning: is the removal of all foreign material dirt or organic matter from 


the object being reprocessed. 


2,4. Manual Cleaning: is the removal of soil or organic matter present in the 
instruments. 
2.3, Disinfection : is the destruction of pathogenic organisms or their toxins or 


vectors by direct exposure to chemical or physical agents. 

2.4. Mechanical Cleaning: facilities cleaning and decontamination using cold 
rinse followed by hot wash then drying with heater. 

2:3. Sterilization: is the destruction of microorganisms including spore forming 
using steam ( flowing or pressurized ), chemical agents, high velocity electron 
bombardment or ultraviolet light radiation. | 

2.6. Low -level Disinfection : eliminates vegetative bacteria, some fungi and 
enveloped viruses. It is used for non — critical medical equipment and some 
environmental surfaces. 

ET; High — level Disinfection: eliminates vegetative bacteria, enveloped and non 
— enveloped viruses, fungi and mycobacteria. It is used for semi — critical medical 


equipment. 
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3.0. RESPONSIBILITY 
N/A 
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4.0. POLICY 
N/A 


5.0. PROSEDURE 

5.1. Classification of Medical Equipment and Required Level of Processing (Please refer to 
Appendix IPCS8- 1 ) 

5.2. Respiratory Equipment : Sterile water should be used in humidifiers. Unused water 
should be discarded. Wall nebulizers and their reservoirs should be cleaned and kept dry 
when not in use and fill with sterile water when use. Tubing and mask should be changed 
between patients. 


5.3. Approved List of Disinfectants and Antiseptics Used in Hospital 





Kingdom of Saudi Arabia 


Ministry of Health >>. 


Jazan Health Directorate e --T 
AL-Harth General Hospital aall ájljg 


Ministry of Health 


PARTMENT OF INFECTION PREVENTION AND CONTROL 


DEPARTEMNTAL POLICY PROCEDURE 
DPP 


MEDICAL EQUIPMENT CLEANING AND 
VERSION:1 












TITLE: 











METHODS OF DISINFECTION 


APPROVAL DATE: JUL 30,2021 
DUE FOR REVIEW: | JUL 30,2023 









EFFECTIVE DATE : AUG 30,2021 


NUMBER OF PAGES:3 of 4 


Appendix IPC58- 1 
| 


Classification of Medical Equipment and Required Level of Processing 


CLASSIFICATION | —— DEFNITION | LEVEL OF PROCESSING 


Equipment that touches only Cleaning followed by low — level 
intact skin and not mucous | disinfection. Sometimes cleaning 
membranes, or does not | alone is acceptable 
directly touch the client 









Non — critical equipment 

















Equipment that comes into Cleaning followed by high — level 
Semi — critical equipment | Contact with non — skin or | disinfection at minimum 

mucous membranes but does | Sterilization is preferred. 

not penetrate them. 


| Equipment that enters sterile | Cleaning followed by sterilization 
tissues, including the vascular 


Critical equipment 


6.0. ATTACHMENT 
6.1. DIPC-058-1 METHOD OF DISINFECTION OF MEDICAL EQUIPMENT 
6.2. DIPC-058-2 medical equaipment cleaning table 

7.0. REFERENCES: 


P. APIC Text of Infection Control and Epidemiology, 2013 
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1. PURPOSE 
1.1 To reduce the risk of infection transmission of the disease. 
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2. DEFINITION 
£A N/A 


3. POLICY 
hb When disposable curtains are used, the replacement of these 
must be in accordance with the written procedure. 
3.2 Disposable privacy curtains can only be used in those areas that 
have been approved by the facility or service executive. 


3. RESPONSIBILITY: 
4.] Employees will: 
4.1.1 Ensure that curtains are changed in accordance with the procedure 
detailed below. 
4.1.2 Ensure they comply with Workplace Health and Safety requirements 
during the removal, hanging and disposal of curtains. 
4.2 Linen Managers will: 
4.2.1] Ensure adequate supply of curtains are available. 
4.2.2 Ensure storage of curtains in such a manner as to control access to 
stock to those areas approved for use. 
4.2.3 Ensure that curtains are changed in accordance with the procedure 
outlined in Section 4. 
4.2.4 undertake compliance audits. 


5. PROCEDURES 
24 Hanging disposable curtains 
5.1.1 Hand hygiene using Alcohol-based hand rub (ABHR) 
5.1.2 Keep disposable curtains in plastic sleeve . 
5.1.3 Hold curtain so it does not touch the floor, hang curtain . 
5.1.4 Write the full date curtain was hung on the label at the top of the 
curtain. 
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5.2 Schedule for changing disposable curtains 
5.2.1 Infection Prevention and Control department may request earlier 
removal if a patient has a communicable illness or rare Multi resistant 
Organism (MDRO). . 
5.2.2 As per schedule below or in the following instances 
5.2.2.1 When contaminated with blood or other body fluids. 
5.2.2.2 If torn or damaged in any way. 
5.2.2.3 If visibly soiled . 
5.2.2.4 When IP&C has declared the end of an outbreak of 
Clostridium difficile, Norovirus, or other relevant pathogen, 
prior to lifting outbreak control measures and measures and 
transmission based precautions for patients on the ward/unit. 
5.3 Frequency of changing curtains 
5.3.1 Based on current stock of curtains procured within AHAH. Note that 
this may change depending on manufacturer's instructions: 
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TABLE I 


Disposable curtains 


Change immediately upon 
discharge of the patient and 
dispose 
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Laundered curtains 


Change immediately upon 
discharge of the patient 












Very high risk 
Outbreak of unknown infectious 
disease or gastroenteritis/ 
Clostridium difficile, novel 
communicable disease or rare 
MDRO, novel influenza, 
carbapenem-resistant 
Enterobacteriaceae (CRE), 
Vancomycin Resistant 
Enterococcus (VRE), Methicillin- 
resistant Staphylococcus aureus 
(MRSA wards managing patients 
with MERS Co. or highly 
transmissible communicable 
diseases 
High risk 
Emergency Department 
Operating suites, 































Six monthly or as directed by 
Infection Prevention and 
Control department or if they 
are visibly soiled or torn 
Six monthly or as directed by 
Infection Prevention and 
Control department or if they 
are visibly soiled or torn 


Change twice per month 
and immediately if visibly 
soiled 



























Significant risk 
General wards 


Change twice per year and 


immediately if visibly soiled 
Low risk Change annually or if they are | Change annually and 
Rehabilitation visibly soiled or torn immediately if visibly soiled 
Office based practices 
5.4 Changing disposable curtains 


5.4.1 Ensure this is only attended to one side only so that date remains on 
the curtain . 
5.4.1.1 Hand hygiene using ABHR or soap and water 
5.4.1.2 Unhook curtains . 
5.4.1.3 Hold them away from the body; do not throw onto the floor . 
5.4.1.4 Dispose of used curtains by carefully folding and placing into 
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a large plastic bag . 
5.4.1.5 Curtains not contaminated with blood or body fluids can be 
disposed as general waste. Check manufacturer’s instructions 
as items may be recyclable . 
5.4.1.6 Curtains contaminated with blood or body fluids to be 
disposed as clinical waste . 
= Disposal of Antimicrobial curtains 
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5.5.1 Check manufacturer's instructions to determine if recyclable . 
5.5.2 Dispose curtain into clear plastic bag and inform cleaning staff that 
curtains require transfer to recycling bin . 
5.5.3 In the event that curtains are replaced throughout the ward. Prior 
notice to the cleaning supervisor /cleaner on duty should be given 
5.6 Reusable curtains: 
5.6.1 A schedule for routinely changing reusable curtains is to be developed 
that is based on area and clinical risk category . 
5.6.2 Curtains to be stored as per linen policies . 
5.6.3 Washing and drying of reusable curtains to comply Laundry Practices. 
5.7 DOCUMENTATION 
5.7.1 Ensure a date is on the curtain. 


6. ATTACHMENT 
6.1 Compliance Audit 


7. REFERENCES 
Tad Health South Eastern Sydney Local Health District 
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Compliance Audit For Curtains 


Date: 

Clinical Area: 

Name of Auditor: 

Annual Audit (J) 6 month audit © Random audit CJ 

Any issues identified regarding the disposable curtains eg patient complaints 


No Room/Bed Date last Any sign of visible | Any damage to 
| number changed staining (y/n curtain (y/n) 


Comments 


NOW a] | EE A Ud xr. ~ C1 
O}O;}/OIN OI OA! BR) WIN)! =| oO 


Compliance Audit For Curtains NO.01 
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1.0. PURPOSE: 


1.1. To present guidelines for coordinated efforts in addressing and controlling 
pest-related issues that are hazardous to the environment and the workplace. 


2.0. DEFINITION: 
2.1. Pest Control - refers to the regulation or management of a species defined 
as a pest, and can be perceived to be detrimental to a person's health, the 
ecology or the economy. 


3.0. POLICY: 

3.1.Cockroaches, flies, ants, mosquitoes, mites, mice, rats, lizards, pigeons, stray 
cats and dogs, and occasionally, snakes are pests that may constitute a 
nuisance or an infestation in healthcare facilities. Pests are agents or vectors 
for the mechanical transmission of disease causing microorganisms. 

3.2. Insect habitats are characterized by warmth, moisture, and availability of 
food. Insects forage and feed on substrates, including but not limited to food 
scraps from kitchens, food from vending machines, discharges on dressings, 
other forms of human detritus, medical wastes, human wastes, and routine 
solid waste. 

3.3. The direct association of insects with disease transmission (apart from vector 
transmission) is small. However, prevention efforts are recommended. 

3.4.Modern approaches to institutional pest management usually focus on: 

3.4.1. Eliminating food sources, indoor habitats, and other conditions that 
attract pests. 

3.4.2. Excluding pests from the indoor environments. 

3.4.3. Applying pesticides as needed. 

3.5. Pigeons can also cause serious health effects and diseases. Recommended 
ways to contain issues of pigeon nuisances especially in housing facilities are 
as follow: 

3.5.1. Remove the AC units from outside to inside the housing units to 
prevent nesting activities. 
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3.5.2. Remove the decorative brown balconies to avoid the presence of 
pigeons around housing unit. 

3.5.3. Use electrical shock on rooftops of each housing building to scare 
the pigeons. 

3.5.4. Use available pharmaceutical anesthetic seeds such as 98% Alpha- 
Chloralose powder. 

3.5.5. Implement an effective maintenance program on a regular basis to 
clean all traces of pigeon excretions in healthcare and housing 
facilities. 

3.6. Three human diseases are known to be associated with pigeon droppings: 
Histoplasmosis, Cryptococcosis, and Psittacosis. Organophosphate affects 
the nervous system by reducing the ability of an enzyme called 
cholinesterase to function properly in regulating a neurotransmitter called 
acetylcholine. Acetylcholine helps transfer nerve impulses from a nerve cell 
to a muscle cell or another nerve cell. If acetylcholine is not properly 
controlled by cholinesterase, the nerve impulses or neurons remain active 
longer than they should, over stimulating the nerves and muscles and causing 
symptoms such as weakness or paralysis of the muscles. (See Table 1 
Pesticides and Table 2 Banned Pesticides. 






















4.0. RESPONSIBILITY: 
4.].It is the responsibility of the staff to inform Infection Control and Public Health if 
they notice insects in their department. 


5.0. PROCEDURE: 
5.1. Responsibility 
5.1.1. IP&C’s Environmental Health personnel will: 

5.1.1.1.Perform  pre-sampling walk-through assessment and 
documentation of findings utilizing the appropriate forms. 

5.1.1.2.Perform fungal sampling using the biological air sampler (e.g., 
Biotest RCS Centrifugal Air Sampler) or any other instrument 
deemed appropriate by the department. 
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5.1.2. Engineering Services or any related engineering party will: 
5.1.2.1. Complete the air sampling request form to be sent to IP&C. 
5.1.2.2. Advise IP&C of upcoming construction or maintenance projects. 
5.1.2.3. Advise IP&C of dates of specific construction and demolition 
phases to allow timely ordering of air sampling. 
5.1.2.4. Check HVAC, complete air balancing, make sure that no other 
engineering work is required to complete before requesting air 
sampling. 
5.1.3. Internal Audit and Organizational Development is responsible for 
monitoring compliance to the provisions stipulated herein. 


5.2. Acceptable Range of Air Samples 
5.2.1. Aerobic cultures should not exceed 10 fungal colony forming units per 
cubic meter (CFU/m3) and not 22 CFU/MG of A. Fumigatus in any patient 
care area. 
5.2.2. For areas of high risk patients (e.g., hematology/oncology and liver or 
bone marrow transplant), aerobic cultures should have no fungal growth. 
5.3. Equipment for Sampling 
5.3.1. Biotest RCS Centrifugal Air Sampler uses fungal media strip (SDX agar), 
or any other approved device. An unopened “control” strip should be 
included with each sampling. 
5.3.2. If the centrifugal sampling device is not available, air sampling may be 
conducted using settling plates with an appropriately selected media which 
may be obtained from Microbiology Laboratory. 


6.0. MATERIAL/EQUIPMENT: 
6.1. N/A 


7.0. REFERENCE: 
7.1.GCC Manual for Infection Control 3"4 Edition Manual(2018) 
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TABLE 1: PESTICIDES 
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TABLE 2: BANNED PESTICIDES 
Common Name of Oral LD 50 (Rats) 
Active Class mg a.i/kg. 
Ingredient Body wt 
Aldrin Class | 38-67 


Insecticide 


Reason for Banning 














High acute mammalian 
toxicity, persistence in the 
environment, possible 
human carcinogen. 
Carcinogenic to animals, 
persistence and 
bioaccumulation, adverse 
environmental effects. 
Risks for human and 
animal health 

and the environment, 
long persistence and 
bioaccumulation. 









BHC, HCH (1,2,3,4,5,6- Class Il 


Hexachlorocyclohexane) 


Camphochlor Class | 





























Carbofuran Class I, Il Soil Acute inhalation toxicity, 
Insecticide only liquid formulation to 

Nematicide be banned. 
Chlordane Class II 
Chlodrecone Class Il 


DDT (Dichloro-Diphey 
trichloroethane) 









367-515 Termiticide 


o 
B ` 


Class | 2.5-6 Systemic 
Insecticide 


Carcinogenic to rodents, 
persistence and 
bioaccumulation in the 
environmental. 
Carcinogenic to rodents, 
persistence and 
bioaccumulation in 
the environmental. 
Accumulation in humans, 
probably carcinogenic, 
persistence in the 
environment. 
High acute toxicity for 
man and animals. 


Systemic High acute toxicity for 
Insecticide man and animals. 


Insecticide Not acceptable in public 
health formulations for 
use inside houses 
and other structures 
because of its probable 
carcinogenic and 
mutagenic effect, may 
only be used in small 
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Demetion-S-methyl Class | 


Dichlorovos Class | 
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16 
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Disulfoton 


Endosulfan 


Ethyl Pyrophosphate 
(TEPP) 





Flueythrinate 


Gamma HCH 


Heptachlor 


Class | 


Class | 


Class | 


Class | 


Class | 


Class | 


Class Il 


Class Il 





37-87 Insecticide Persistence in the 
Blasdiil —— — A 
Sys. Insect/ High acute toxicity. 
Acaricide 


22.7-160 High acute toxicity, high 


percentages in 
tablets or strips for insect 
pheromone traps. 



















hepatotoxin, no antidote. 
Very high acute toxicity to 
man ns animal, quickly 
absorbed through the 
skin, its vapors highly 
toxic. 
Causes damage to the 
eye, very toxic by oral 
route and absorption 
through the skin, harmful 
if inhaled, causes 
carcinogenic effects to 
humans. 


persistence and potential 
for bioaccumulation. 
i 


High acute toxicity, 


Central Nervous System 
] 


Depressant and 
B 
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Persistence in the 
environment, 
Bioaccumulation in food 
and the human body, 
probably carcinogenic to 
man and there is evidence 
that it encourages the 
growth of tumors caused 
by other factors. 
Carcinogenic to rodents, 
persistence and 
environment 
contamination. 











N 





PEST CONTROL 


Leptophos Class Il 5 
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2.8 
Methamidophos Class | 30 
Methomyl Class | 
Methoxychlor Class IV 


B 
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Monocrotophos Class | 


Oxamyl Class | 
Oxydemeton-methyl Class | 
Oxydeprofos Class Il 
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Parathion-methyl Class | 


Phosphamidon Class | 

















N 
? 
HP 
N 













kA 
P 









Insecticide High acute toxicity, 
delayed meurotoxicity to 
humans and to laboratory 
animals. 
Insecticide Highly toxic to mammals, 
misuse. 
Highly toxic to man and 
animals, all formulations 
Systemic Poisonous if swallowed, 
Insecticide inhaled or absorbed 
through the skin 
Insecticide dermal and inhalation 
routes causing life 
threatening symptoms. 


there could always be 
health problems in 

17-24 Insecticide 
to be banned. 

6000 Insecticide Long residual action (long 
persistence), 
bioaccumulation. 

Insecticide Persistence and 
bioaccumulation in food, 
superseded. 

Systemic High acute toxicity by oral, 
Very high acute oral 
toxicity. 













Soil 
Insecticide/ 
Nematicide 













65-80 Systemic 


Insecticide 


Highly toxic to man and 
animals. 
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Systemic 
Insecticide 


Highly toxic to man and 
animals. 


LA 
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Insecticide 





High acute toxicity by oral, 
dermal and inhalation 
routes causing life 
threatening symptoms, 
classified as class C 
carcinogen. 


Very high acute toxicity. 


Systemic Poisonous if swallowed, 
Insecticide inhaled or absorbed 


17-30 


through the skin. 
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Systemic 
Insecticide 


Poisonous if swallowed, 
inhaled or absorbed 
through the skin 
superseded. 
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35 Strobane Class || 220 Insecticide Carcinogenic risk for 
humans, discontinued by 
e [insecticide [Superseded — 
| carcinogen. 
Chlorobenzilate Class III 2.784-3.880 Acaricide A risk of cancer to 
| Seon en eee E — ` 
mammals. 


Dicofol Class Il, III 570-595 Acaricide Potential bioaccumulation 
combined with 
| persistence in the 
environment, may contain 
DDT as a contaminant (in 
the manufacturing 
process). 
41 Benomyl Class IV 10.000 Systemic Evidence of genetic 
fungicide disturbances 
and fetal defects, increase 
of tumor growth formed 
in laboratory mice by 
other factors. 


Captafol Class IV 5000- 6000 Fungicide Probably carcinogenic to 
humans. 


Chlorothalonil Class |, Il 10.000 Fungicide Chronic administration 
has been associated with 
tumor formation in the 
kidney and fore stomach 
of laboratory rats and 
mice. 

Hexachlorobenzene Class IV 40.000 ` Fungicide Carcinogenic to laboratory 

(HCB) (seed animals, persistence and 
dressing) 
u o 





Very toxic to mammals 
and highly phytotoxic, 

used in insect baits and 
for timber preservation. 
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At high levels may cause 
birth defects in test 
animals, a trace 
contaminant and a 


I 


un LA N 






PEST CONTROL 





degradation 
product 
(ethylenethiourea) causes 
thyroid effects, tumors 
and birth defects in 
laboratory animals, 
moreover, this fungicide 
has long withholding 
periods of about one. 












Fungicide At high levels may cause 
birth defects in test 
animals, a trace 
contaminant and a 
degradation product 
(ethylenethiourea) causes 
thyrodeffects, tumors and 
birth defects in laboratory 
animals. 



























47 Mercury Compounds Class | 50-100 Fungicide & High acute toxicity, 
(e.g. Herbicide accumulation of residues 
Phenyl mercury acetate) in aquatic foods. 
Thiram Class III 1000 Fungicide Combination of several 
severe 
chronic toxicity effects. 
Fungicide At high levels may cause 





birth defects in test 
animals, a trace 
contaminant and a 
degradation Product 
(ethylenethiourea) causes 
thyrodeffects, tumors and 
birth defects in laboratory 
animals. 
Combination of several 
severe chronic toxicity 
effects. 
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Amitrole, Aminotripole Class III 
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5000 Herbicide Risk of carcinogenic 
lll aeee 
1869- Herbicide Possible carcinogenic 
182-380 Herbicide Possible carcinogenic 
hl — — 


40-60 High acute toxicity, 









teratogenic and 
carcinogenic effects, 
many cause sterility to 
human males. 
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Dinoseb Salts (e.g. 
Dinoseb Acetate) 





High acute toxicity, 
teratogenic and 
carcinogenic effects, 
many cause sterility to 
human males. 
Risks of mutagenic, 
teratogenic and 
carcinogenic effects. 
High acute toxicity, no 
antidote. 
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59 2,4,5-T (2,4,5- Class Ill 500 | Herbicide 
trichlorophenoxy acetic 
acid) 
















Possible carcinogenic 
effects to humans. 










Possible teratogenic, 
carcinogenic 

effects to humans, long 
persistence and bio- 
accumulation 
High acute toxicity, 
exceptions are the 
organic arsenicals, which 
are of low toxicity, used as 
selective herbicides. 


























Arsenic Compounds 










Odorless, tasteless and 
fast acting, chiefly in the 
heart. Discontinued by 

the manufacturing 









High acute toxicity in all 
handling operations. 









Sys.Insecticide / High acute toxicity. 


Nematacide 







i B l 


Dibromochloropropane Class | 17-300 Soil 
(DBCP) 


Sterilant 
Ethylene dibromide 
(EDB) 


Highly toxic by inhalation, 
and toxic 

by ingestion, can injury to 
the heart. 


















May cause sterility to 
human mmales. 










Potential carcinogen to 
humans may cause 
sterility to males, 










Sterilant 
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persistence in ground 
water. 
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Pentachlorophenol (PCP) 









Adverse liver and kidney 
effects, possible 
carcinogenic to humans. 
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1. PURPOSE 


l.l. To monitor the quality of water by defining the essential quality standards for water 
consumption at any healthcare facility; minimize microbial contamination of any water 
related health risk for patients, staff, and their community; and, meet the quality 
requirements of the Ministry of Health. 
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2. DEFENTION 
N/A 


3. RESPONSIBILITIES 
3.1. All hospital staff 


4. POLICY 

4.1. Potable drinking water compliant with quality standards must be maintained at healthcare 
facilities to protect patients, staff, visitors, and the whole community. These standards must 
be strictly enforced to limit contamination and avoid health hazards. 

4.2. A regular microbiological sampling and testing from all water supply areas must be 
conducted by the Infection Prevention and Control (IP&C) Department. 

4.3. Immediate corrective action shall be taken as recommended by the IP&C for any potential 
water contamination or infection risk in coordination with concerned departments such as 
Facility Management & Safety (Utilities & Maintenance U&M section ). 

4.4. Laboratory facilities shall perform the required analysis for any urgent or corrective 
measure of routine water analysis to maintain acceptable water quality. 

4.5. Records of laboratory results related to water quality monitoring shall be maintained by 
IP&C, Facility Management & Safety (U&M section ), and other concerned departments. 

4.6. An effective preventive program which includes treatment such as chlorination and 
chlorine monitoring, cleaning water supply system, and sampling schedule will be 
designed and implemented. 

4.7. All efforts shall be made to prevent risk of contamination of water supply system due to 
chemicals used, renovation and construction, fire, or other related industrial, agricultural, 
and human activities. 


S. PROCEDURE 
5.1. Routine maintenance program to maintain an acceptable clean water distribution system. 
5.2. U&M will properly manage the chemical water treatment to ensure safe drinking water. 
5.3. U&M must ensure sufficient water available in the hospital. 





Kingdom of Saudi Arabia 





Ministry of Health re "af, 
Jazan Health Directorate à FaF 
AL-Harth General Hospital dl äjljg 


Minisiry of Health 


DEPARTMENT OF INFECTION PREVENTION AND CONTROL 


DEPARTEMNTAL POLICY PROCEDURE 


MEDICAL EQUIPMENT CLEANING AND 








METHODS OF DISINFECTION 


APPROVAL DATE: JUL 30,2021 EFFECTIVE DATE : AUG 30,2021 
DUE FOR REVIEW: | JUL 30,2023 NUMBER OF PAGES:2 of 8 


5.4. Chlorination systems, TDS and PH will be checked daily by U&M to ensure the 
chlorination compound supply has not run out and applicable limits are respected. 
5.5. The Water Distribution Management Plan: 

5.5.]. Preventive measures. A preventive maintenance program will include monitoring, 
inspection, cleaning, disinfection of the water supply system, sampling schedules, 
and frequency of the following listed below: 

5.5.1.1. Potable water system. 
5.5.1.2. Dental clinic 






VERSION:1 






5.5.2. Testing equipment and water sampling. 
5.5.2.1. A detailed physico-chemical potable water quality testing and sampling 
will be performed semi-annually by an independent certified water- 
testing laboratory. A copy of the results must be forwarded to IP&C. 
5.5.2.2. Water quality testing for dental water shall be performed for 
microbiological parameters as described in Table IPC50-01 (AAMI and 
EPA Maximum Allowable Levels of Contaminants in Water) at least 
semi-annually. A copy of the results must be forwarded to IP&C and 
dental department. 
5.5.3. Record keeping : 
5.5.3.1. Records of water quality sampling results, laboratory reports, and 
chemicals used for treatment must be available at all times and be 
retained for a period of five years. 
5.5.4. Physical Parameters 
5.5.4.1. The water shall be aesthetically acceptable to consumers. Unusual taste 
and color might be an indication of potential contamination. However, 
the maximum allowable levels of contaminants in water are as follows: 
5.5.4.1.1. Color «15 TCU (True Color Unit). 
5.5.4.1.2. TDS < 600 mg/L (Total Dissolved Solids) 
5.5.4.1.3. Turbidity <5 NTU (Nephelometric Turbidity Units). 
5.5.4.1.4. Ph:6.5-8.5 | 
5.5.4.1.5. Total hardness: Mg/I as CaCo, Max 200 
5.5.4.2. See Table IPC61-1 for microbiological and chemical parameters. 
5.6. Water Sampling : Water sampling must be conducted in accordance with the following 
steps: 
5.6.1. Flush the tap for at least one minute. If the tap is a mixing faucet, attachments (i.e. 
screen and aerators) must be removed. Hot and then cold water must be allowed to 
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run through the tap for at least 1-10 minutes based on the location and frequency 
of use. 

5.6.2. Turn off the tap and disinfect the end of the tap by 70% isopropyl alcohol or by 
using 500-600 ppm chlorine sodium hypochlorite (1:100 v/v dilution of chlorine 
bleach). 

5.6.3. Turn on the tap and let it run for a few seconds before taking the sample. 

5.6.4. Samples shall be collected in a sterile bag of minimum 100 ml capacity. 

5.6.5. A reducing agent called Sodium Thiosulphate [Na2S203] shall be added to 
neutralize residual chlorine and other halogens in the sample. 

5.6.6. If the water contains elevated levels of heavy metals, then a chelating agent shall 
be added to the specimen. 

5.6.7. Sample site, date, and time shall be written on the label of each sample. 

5.6.8. Water samples must be kept in cold (approximately 40C) containers and sent 
immediately to the designated laboratory preferably within 24 hours. 

5.6.9. Usage of sterile reduced nutrient media (e.g., diluted peptone and R2A) is 
preferable with either of the techniques such as heterotrophic plate count, pour 
plate, spread plate or member filtration. 

5.6.10. Incubation temperatures will be closer to the temperature of the water rather than 
at 35Oc within 24 hours for total coliform; and 44.50C for fecal coliform within 
48 hours. 

5.7. Emergency Water Use and Other Water System. 

5.7.1]. Safety shower and eye wash stations shall be flushed weekly by the department or 
as per agreement with Fire Protection Services. 

5.7.2. The hot water temperature shall be maintained in accordance with the American 
Institute of Architect's (AIA) guidelines. Water temperature shall be maintained 
in patient care areas within the range of 105 - 1200F (40 - 49°C). 

5.8. Corrective and Remedial Action 

5.8.1. Any complaint of contamination shall necessitate complete investigation and 
immediate appropriate corrective action by the IP&C, U&M, and concerned 
departments. 

5.8.2. A corrective action plan in response to various disease outbreaks or water 
contamination incidents should be in place. 

5.8.3. On completion of corrective actions, water resampling tests will be performed to 
ensure successful elimination of contamination. The reporting department will be 
notified to confirm water source is released for use as per the water resample 
results and release form. 
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5.8.4. The following steps shall be taken into consideration to minimize potential 
exposure risk: 
5.8.4.1.1. Management of working hours by scheduling preventive 
maintenance during periods of low occupancy. 
5.8.4.1.2. Isolate work area using temporary barriers. 
5.8.4.1.3. Implement the use of specialized cleaning products, 
disinfectants, and procedures. 
5.9. Chemical Use 
5.9.1. U&M will make sure that only IP&C approved chemicals are used in water 
treatment programs. 
5.9.2. Updated Safety Data Sheets (SDS) and chemical inventories for chemicals added 
to water will be maintained. 


6. ATTACMENT 
6.1 Table IPC061-01: AAMI and EPA Maximum Allowable Levels of Contaminants in 
Water 
6.2 Table IPC061-2 :Water Contamination Reporting Form 
6.3 Table IPC061-3:Water Resample Results and Release Form 
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Table IPC50-01: 
AAMI and EPA Maximum Allowable Levels of Contaminants in Water 


Action Level (EU/ML) 


E Xd th ; °C - Heterotrophic Plate Coun 
Action level at 90 percentile CFU - Colony Forming Units 


ource: 1. Association tor the Advancement of Medical Instrumentation (AAMI). (2015). Water Quality for 
Dialysis. 
2. World Health Organization, Geneva (2014). Guidelines for Drinking Water Quality - 


m 3 
ASSY NCU OU + EU, VO 
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Table IPC061-2: 
Water Contamination Reporting Form 


Reference #: Date: 


Director of 
Utilities and Maintenance 


Water Contamination Description: 


Localfén Microbial Growth Chlorin j | Chloramine Physical Parameter: 
aam | HMM — Level Endotoxin | Colororelements traces 


Recommendation / Corrective Action: 











Inspected and Sample Taken by: 


Name & Signature from IP & C Department 


Reviewed and Approved by: 


(Director’s Name & Signature IP&C Department) 
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Table IPC061-3: 
Water Resample Results and Release Form 

















VERSION: 1 





(Lt. —————M— t" Date: 
Requesting Department 


Water Resample Results: 


Location | Microbial Growth | Chlorine | evel sl Endotoxin | Physical Parameter: 
i — Color cr elemenis traces 


Remark: 





Inspected and Sample Taken by: 


Name & Signature from IP & C Department 


Reviewed and Approved by: 


( Director's Name & Signature [P&C Department) 
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7. REFERENCES 
7.1. GCC Infection Prevention and Control 3rd Edition Manual (2018) 
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1.1. To provide guidelines on the Appropriate use and Decontaminated all 
Telemedicine Tablets and accessories. 
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1.0. PURPOSE: 


1.2. To Proper Management of all Telemedicine Tablets and accessories. 
2.0. DEFINITIONS: 


2.1. Decontamination: the use of physical or Chemical methods to remove, 
inactivates, or Destroy microorganisms, rendering them for Safe handling 


2.2. .Disinfection: the elimination of pathogens And disease-causing 
microorganisms, except Bacterial spores.Cleaning: the removal of visible 
soil«Debris, microorganisms and organic Substances from surfaces; will not 
eliminate Gems but reduces their numbers by Removing some contaminated 
matter 


3.0. RESPONSIBILITIES: 


3.1. All Telemedicine Staff :it is the responsibility of all clinical staff Participating 
in all area use telemedicine Services to maintain, the cleanliness and Disinfect 
all the tablets and their Accessories in a regular schedule or Every after used 


3.2. Hospitals' IPC :Ensure the implementation of this Policy. 
4.0. .POLICY: 


4.1. Patient Care Items Must Be Decontaminated according to the Categories 
involved or according to Manufacturer's recommendation. 


4.2. Standard precautions must be followed When handling contaminated items 


4.3. Used only MOH approved disinfectant when cleaning and disinfection of the 
Machine 


4.4. Appropriate PPE is used during their Cleaning activities. Mask, gown and 
Gloves are recommended. 
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4.5. Cleaning schedule and checklist must be Used and document them regularly 
by The responsible staff. 
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4.6. Make sure all devices and accessories Are powered off before cleaning. 
4.7. Refer to the specific manual for each Specific machine 

5.0. PROCEDURE: 
5.1. General Cleaning Guidelines 


5.1.1. Examine the protective cover, accessories: Power cables, adapters, and 
carying case For any damage or tear. Replace if Necessary. 


5.1.2. Gently wipe all items as needed with a lint-Free microfiber cloth 
dampened with a Small amount of distilled water. 


5.1.3. Avoid getting excess moisture onto the Devices; the comer of the 
microfiber cloth Is sufficient 


5.1.4. You may also use a camera lens cleaning Cloth. 
5.1.5. Do not apply too much pressure on the Devices. 


5.1.6. Do not use household cleaners or Housekeeping as they may damage the 
Devices. 


5.1.7. Do not use compressed air, as it may Damage the devices 
5.2. Disinfecting Guidelines 


5.2.1. Gently wipe all items using a disinfectant Such as a hypochlorous acid- 
based solution Containing 50-80ppm (such as Clorox or Lysol disinfectant 
wipes), or an alcohol- Based solution containing more than 7096 Ethanol 
or isopropyl alcohol.. | 


5.2.2. Do not apply these liquid solutions directly To any item; they should be 
carefully Applied with a pre-moistened wipe or by Dampening the corner 
of a microfiber cloth With a small amount of the disinfectant. 


5.3. Disinfecting Equipment 
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5.3.1. Remove all contents from the carrying case. Remove the TABLET (IDM- 
100) from the Protective cover. 




















5.3.2. Cables and Adapters: Inspect all power cables and adapters 


5.3.2.1. For dirt and foreign debris. Wipe Connectors and entire length 
of cable Disinfecting According to the Guidelines above. 


5.3.3. For machine TABLET (IDM-100): 


5.3.3.1. Wipe the tablet on all sides according To the Disinfecting 
Guidelines above. 


5.3.3.2. Inspect the device front, back, ports And buttons for any 
foreign debris. 


5.3.4. Blood Pressure Monitor: 


5.3.4.1. Wipe the monitor on all sides According to the Disinfecting 
Guidelines above. Inspect the device Front, back, and all sides, 
ports and Buttons for any foreign debris. Wipe The cuff, hoses, 
and connectors According the Disinfecting Guidelines Above 


5.3.4.2. inspect the hoses and connectors for Any foreign debris. 
Inspect the cuff Velcro for foreign debris. Make sure The area 
where the hose connects to the Cuff is unbroken. 


5.3.5. Sp02 Sensor: 


5.3.5.1. Wipe the SpO2 sensor on all sides and Inside the finger 
opening according to The Disinfecting Guidelines above. 


5.5.5.2. Be sure to reach the hinge area inside. Inspect the device front, 
back, and all Sides, joints, and crevices for any Foreign debris 


5.3.6. Thermometer: 


5.3.6.1. If'still attached, eject and dispose of The probe cover. Throw 
away all Unused probe cover S into infectious Yellow waste bin. 
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5.3.6.2. Wipe the thermometer and base on all Sides and around the 
probe area According To the Disinfecting Guidelines above. 
Inspect the front: Back, and all sides, joints, and crevices For any 
foreign debris. 


5.35.7. Scale; 
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5.3.7.1. Wipe the scale on all sides according To the Disinfecting 
Guidelines above: Paying attention to crevices and Cracks. 


5.3.7.2. Inspect the device front, back, and all Sides, joints, and crevices 
for any Foreign debris. 


5.3.8. Glucometer 


5.3.8.1. We do not recommend using this Accessory for more than one 
patient: But if necessary, wipe the meter on all Sides according to 
the Disinfecting Guidelines above. 


5.3.8.2. Inspect the meter on all sides, ports And buttons for any foreign 
debris. 


9.3.8.3. Remove the plunger cover and Carefully discard the lancet. 
5.3.9. Stethoscope and Headphones: 


5.3.9.1. .wipe all parts and the entire length of Cable according to the 
Disinfecting Guidelines above. 


5.3.10. ECG Machine: 


5.3.10.1. Wipe the tablet on all sides according To the Disinfecting 
Guidelines above. 


5.3.10.2. Wipe the monitor on all sides According to the Disinfecting 
Guidelines above. Inspect the device Front, back, and all sides, 
ports and Buttons for any foreign debris. 


5.3.10.3. ECG leads must be single used, and Discard properly into 
infectious yellow Waste bin. 
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5.3.10.4. ECG bulb must be washed with Running water and rinse 
properly, and Keep it dry. Make sure the gel is Properly removed 


5.3.10.5. Disinfect with alcohol wipes before Reusing. 
5.3.11. Carrying Case: Remove dividers. 


5.3.11.1. Clean all Surfaces with a mild cleaning solution. Inspect all 
sides, joints, and crevices for any Foreign debris. Wipe down 
according to the Disinfecting Guidelines above. 


5.3.12. Protective Cover of the TABLET (IDM -100) machine, clean all 
surfaces and around The comer clips with a mild cleaning Solution. 
Inspect all sides, joints, and Crevices for any foreign debris. Wipe 
down According to the Disinfecting Guidelines Above 


6.0. .FORMS: 
6.1. Cleaning Schedule 
7.0. REFERENCES 
7.1. GCC Manual for Infection Control 3d Edition Manual (2018) 


7.2. Cleaning and Disinfecting the TABLET (IDM-100) and Accessories 
www.dictumhealth.com Last Modified: September 8, 2020 9:51 AM 870- 
00063-01 Rev B 
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> 1.0 PURPOSE: 
l.l.To keep supplies and equipment safe, sanitary and in good working condition as 
necessary for the dental services performed by dental clinic staff. 
1.2.To ensure the safety of patients and staff from contaminates caused by infectious and 
hazardous waste. 
2.0 DEFINITIONS: 
1.3.To outline the process of assessment, approval, proper disinfection and reprocessing of 
surgical instruments used in the dental clinic. 
3.0 Responsibility: 
3.1 Policy is applied to all CSSD personnel and dental clinic. 


4.0 POLICY . . 
4.1.All personnel that are assigned or engaged in sterile service operation and dental 


ge clinic. 


5.0 PROCEDURE: 

5 ].The dental clinic nurse must process the dental fillings by immersing them in a 
container containing the cleaning solution and removing the residue of the fillings as a 
preliminary treatment before sending them to the sterilization department. 

5.2.Surgical instruments containing blood and tissue residue with pre-cleans and sent to 
the sterilization department. 

5.3.Surgical instruments should be sent in a tightly closed container or in à closed carts to 

prevent the spread of infection. 


5.4.Single use disposable items will be discarded. 
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` 5.5.Sterilized materials will be packaged and labeled to assure sterility. 
"- — 60 ATTACHEMENT: 
6.1 NIL 
7.0 REFERANCE: | 
7.1. Association for the Advancement of Medical Instrumentation Advanced AAMI 2011, 
The International Association of Healthcare Central Service Materiel Management 


IAHCSMM 7th Edition, CDC Disinfection, and sterilization Guidelines 2009. AORN 
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Recommended Practices XI, XII. 
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PURPOSE: 


1.1.To outline the basic procedures for transportation of soiled and contaminated items 





from users to CSSD Decontamination area. 


DEFINITIONS: 


2.1.Soiled items- are the contaminated items used by the users. 


RESPONSIBILITIES: 
3.1. The following functions are performed by the CSSD staff 


POLICY: 
4.1.Personnel transporting contaminated items must consistently follow safe handling 


procedures .These include methods to safely load Transport devices to avoid spillage 


and to assure that items are securely contained. 


PROCEDURE: 
5.1.Contaminated items should be contained in closed carts before transport through the 


facility to minimize airborne or spread contact of microorganism and to reduce the risk 
of cross-contamination and infection. 
5.2.The end user in the departments should Spry the soiled Instruments with transportation 


gel to keep it moist until starting the processing. 
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5.3. Instruments from the departments /units which will be transported to CSSD in closed 





containers or carts used for transporting contaminated items should not be used to 
transport and deliver clean items. 

5.4.Items from surgery should be transported to CSSD Decontamination area immediately 
after use. This reduces the opportunity for soiled instruments to dry. 

5.5. The Departments representative who delivers the instrumentation for processing. 

5.6.Checks in at the CSSD front desk / counter, where he or she presents the 

"[nterdepartmental Request Form". The Front desk person checks to make sure the 
form has been filled out correctly and completely. He or she must also verify quantity 
and condition of the items. A sterile processing technician may have to assist in this 
process. 

5.7. The CSSD employee will sign the "Interdepartmental Request form", give one copy to 
the department representative and forward the second copy along with the 
instrumentation. He or she will take the instrumentation to the decontamination area 
and notify the Sterile Processing staff and they should be handled according to 
approved guidelines. 

5.8.CSSD staffs who transport contaminated items should wear a lab coat over their scrub 
suits. Gloves should be worn to handle contaminated items. The gloves should then be 
removed and hands should be washed. 

5.9.CSSD staff should maintain control of their carts and pay particular attention to hall 
way and doors that may open into the path of the cart. 

5.10. The “Interdepartmental Request Form" will accompany the instrumentation 
throughout the various stages of processing. 


5.11. Whenever there is a danger of splash, spills, or aerosol exposure. 
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2.12. Central service technician should wear appropriate personal protective 
equipment (PPE) required by Occupational Safety and Health Administration (OSHA) 
Regulations and the CSSD technician who assigned to clean and decontaminate should 


follow these regulations. 


6. ATTACHMENT 
6.1.NIL 


7. REFERENCES: 
7. lL.Association for the Advancement of Medical Instrumentation Advanced AAMI 2011, 


The International Association of Healthcare Central Service Materiel Management 


IAHCSMM 7th Edition, CDC Disinfection and sterilization Guide lines 2009 .AORN 


Recommended Practices XT, XII 
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1. PURPOSE: 
1.1.To outline the basic procedures for transportation of sterile items from CSSD to 


























Departments. 


2. DEFINITIONS: 
2.1.Sterile items- arc the processed items and treated in the CSSD. 


3. RESPONSIBILITIES: 
3.1.The following procedures and tasks are performed by the CSSD staff and the users. 


4. POLICY STATEMENT: 
4.1.Personnel transporting sterile items must consistently follow safe handling 


procedures .These includes methods to assure that items are securely contained. 


5. PROCEDURE: 
5 ]. The sterile item will be placed in a closed cart and staged in a designated pick-up 


area. The “Interdepartmental Request Form" will be taped to the outside of the 
plastic bag .Upon pick-up, the department representative will present his or her 
copy of the “Interdepartmental Request Form” to the Sterile Storage area front desk 
/ counter person, who will retrieve the item from the pick-up area. 

5.2.The Department representative should verify the quantity and condition of the item 


he or she is picking up, and if satisfied, sign the “Interdepartmental Request Form”. 
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His signed copy will be retained at the front desk for six months, after which it may 




















VERSION:2 


be discarded. 


6. ATTACHMENT: 
6.1 NIL 


7. REFERENCES: 
7.1.Association for the Advancement of Medical Instrumentation Advanced AAMI 


2011, The International Association of Healthcare Central Service Materiel 
Management IAHCSMM 7th Edition, CDC Disinfection and sterilization Guide 
lines 2009 .AORN Recommended Practices XI, XII 
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|l. PURPOSE: 


1.1. To set a guideline on recall 


VERSION:2 


of sterilized items if sterilization OT disinfection processes 


were found later to be deficient or failed. 


2. DEFINATION: 
2.1.NIL 


3, RESPONSIBILITIES: 
3.1.Infection Control and CSSD staff. 


4. POLICY: 
4.1.Positive biological indicator is a significant event. All medical devices processed in 


that specific sterilization unit since the last negative BI is considered non-sterile. It is 
of utmost importance to accurately assign lot numbers and record items to be sterilized 
within CSSD department because this is the record to be used to identify all items from 
affected cycles. Once all ‘tems have been identified they are to be located and retrieved. 
All must be completely reprocessed. 

4.2.A second BI should be immediately processed while holding the suspect items in 
quarantine. If you would like to know if the BI was contaminated and human error 
caused the positive, the positive Bl can be sent to the lab for identification of the 
specific microorganism. If it is different than the microorganism in the BI you have 


confirmed that the BI has been contaminated and the positive was caused by human 


error. 
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5. PROCEDURE: 


5.1.Review the sterilization printout carefully to be sure there were no inaccuracies. Before 


beginning the recall process, look at the following carefully. These are all possible 
causes of a positive BI: 
5.1.1. Was there inadequate sterilization time? 
5.1.2. Was the exposure time set correctly for the temperature? 
5.2. Review how the sets were prepared, packaged, labeled, and loaded into the sterilizer. 


5.3.Was the test pack improperly processed? 
S 4.Review the actual processes performed by the staff to determine if the positive was 
caused by the operator. 85% of most sterilization errors are caused by the operator. 


5.5.Is it possible that the load was never started and the contents were never processed? 


S 6. Was the correct BI used? 
S 7. Was the control and the BI from the same lot? 


5.8. Was the BI contaminated with microorganisms not originally in the BI? 


5.0. Was the incubation faulty? 
5.10. Recalls all items from cycles sterilized back to the last negative biological 


indicator results in the affected sterilizer are retrieved. 
The first thing a staff member needs to do is notify the appropriate Supervisor 


9.4. 
ecall such as A positive biological 


or their designee of situations that may warrant a r 


indicator, a failed mechanical indicator, an Unacceptable Internal or external chemical 


indicator or any situation that Indicates that a load was not adequately processed. 


5.12 The supervisor or designee would then make the decision to implement à 


recall based on the facilities policies and procedures. Recall procedures are established 
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to expedite the retrieval of processed ‘tems that have been determined to be suspect, 




























immediately quarantine the sterilizer and notify physicians or departments that may 


have received the suspect items. 


2-13. Once a recall has been deemed necessary, notification of physicians and 


departments should be the beginning of the recall process and subsequent to needed 


documentation. The information used in the documentation could include but is not 


limited to: - Supervisor or designee initiating and or authorizing the recall. 


5.13.1. The individual responsible for documenting the results of the recall 


5.13.2. Reason for the recall 


5.13.3. Time and date of the suspect cycle 
5.13.4. Description of the load contents with reference given to the Lot and Load 


control numbers. 
5.13.5. The results of the print out or graph depending on your sterilization unit. 


When there is evidence of a sterilization failure the Infection Control 


5.14. 
Department should be notified to follow-up if any of the suspect medical devices were 


used on patients and consult with the physicians that came in contact with the suspect 


medical devices. 
aM o Notify your sterilizer service representative for assistance in determining 
‘lure. The combined results of mechanical, chemical and biological 


the sterilization fa 
r become obvious if 


monitoring should determine the success of any changes made o 


the sterilizer continues to malfunction. 


Once the cause has been noted, arrange to hav 
steam sterilizer must be 


e the unit serviced or 


5.16. 


repaired. After the corrections have been made, a vacuum 
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revalidated with three consecutive negative biological monitors in three consecutive 









cycles, followed by three consecutive dynamic air removal tests. Each type of cycle 
(gravity and pre-vacuum) must be tested and all test results negative before the sterilizer 
is put back into use. 

Dil ds The unit is not to be used until the results of these tests are acceptable. 
Once the sterilizer is determined to be functioning properly it can be put back into 
routine use. It is important to keep records. This includes the time/date of the cycle, 
sterilizer identification, packaging materials, location of the BI, results of the test and 
the control; and the name of the person conducting and reading the test. 

ecall Procedure should 


5.18. R 


5.18.1. Be written 
S 18.2. Outline the circumstances for issuing a recall order designate the person(s) 
authorized to issue a recall order. 


5.18.3. Designate the person(s) responsible for reporting on the execution of a Recall 


order. 
5.19. Recall Order should: 


5.19.1. Include all items processed back to the last negative BI 


5.19.2. Be immediately communicated to affected departments and followed by a 
written order 

5.19.3. Identify by sterilization lot number the products to be recalled 

5 19.4. Identify the persons or departments to whom the order is addressed 

5.19.5. Require the recording, in terms of kind and quantity, of the products obtained 


in the recall 
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5.19.6. Specify the action to be taken by the persons receiving the order (e.g., 


destruction or return of the product) 
5.20. Recall Report should 
5.20.1. Identify the circumstances that prompted the recall order 
5.20.2. Specify the corrective action(s) taken to prevent a recurrence 
5.20.3. State, in terms of the total number of products intended to be recalled, the 
percentage of products actually located in the recall 


5.20.4. Provide verification that the recalled items were reprocessed or destroyed, as 


appropriate. 


e FORMS / EQUIPMENT 
6.1.Appendix 1 Recall Form 


6.2. IMPLEMENTATION PLAN: the CSSD staff and individ 
in the hospitals and medical centers are those who will 


uals looking after medical 


instrumentation and devices 


lement the plan according management compliance and approval. 


imp 


7. REFERENCES: 


7.1.Association for the Advancement of Medical [n 
re Central Service Materiel Management 


lines 2009 .AORN 


strumentation Advanced AAMI 2011, 


The International Association of Healthca 
IAHCSMM 7th Edition, CDC Disinfection and sterilization Guide 


Recommended Practices XI, XII 
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1. PURPOSE: 


1.1.To comply with the standard set to ensure a safe working environment within hospital 
mandated limits. 






C 


2. DEFINITIONS: 


2.1. PPM-Periodical Preventative Maintenance 


3. RESPONSIBILITIES: 


3.1.The following functions are performed by the CSSD and Biomedical 


Engineer/technician 


t 4. POLICY: 


È 
4.1.Document the process record, cycle performance and establish accurate and complete 


records required for process verification whic 


\ 


h are useful in malfunction analysis. 


5, PROCEDURE: 


5.].Every morning, the assigned Biomed Engineer in coordination with the CSSD 


Supervisor and technician will check the steam sterilizers Main parameters: 


Temperatures, Steam Pressure, Compressed Air Pressure, Door Gasket (Leak test), 


Bowie Dick test result, Printer Condition. 


Vacuum pump condition, 
th the CSSD Supervisor and 


Engineer in coordination wi 


5.2.The assigned Biomed 
lizers Main parameters: The expiration of cassette 


technician will check the plasma steri 


over all plasma sterilizer condition verification of print out function, 
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hould be done according the 









EFFECTIVE DATE : AUG 30.2021 


5.3.Preventive. Maintenance of the Plasma sterilizer S 


manufacturer recommendations. 


ment Washer Disinfector, the concern 
rm Door Look. 


the manufacturer 


persons should check: Water 


5.4.For the instru 
n, Arm sprinkler rotation, Drainage, A 


should be done according tO 


sterilizer, instruments sealer, 


supply conditio 


5.5.Preventative Maintenance 
instrument 


recommendation for: Steam 
fector, plasma sterilizer and drying € 
equipment should be done by 


washer/disin abinet. 
the CSSD technician every 


5.6.Cleaning of all CSSD 
weekend. 


5.7.Daily mo 
ring affair with copy to CSSD Manager. 


y the Biomed personnel should be filled in 


nitoring and documentation done b 


enginee 


6. ATTACHMENT: 
6.1 NIL 


T. REFERENCES: 


7.1.Association for the Advancement of Medical Instrumentation Advanced AAMI 2011, 


of Healthcare Central Service Materiel Management 


The International Association 
de lines 2009 AORN 


IAHCSMM 7th Edition, CDC Disinfection and sterilization Gui 


Recommended Practices XI, xII 
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or disposable patient care item that has been cleaned, disinfected, or sterilized and 
then tested for functionality after its original use on a patient. 
3.4. Reprocessing refers to the cleaning, disinfecting, repackaging, and sterilizing of an item 
that was either. 





3.4.1. used on a patient or 

3.4.2. not used on a patient but has its original packaging compromised. 
Manufacturer's instructions now known as information for use (IFU) must be 
adhered to when evaluating reprocessing of SUD. 

3.5 Reprocessing a SUD may affect the function of the device and/or material from which 
the device is made. Single — use devices may not be designed to allow for through 
decontamination and re-sterilization process. Unforeseen problems such as inadequate 
decontamination, material alteration, mechanical failure, and residual chemical agents 
can render the reprocessed item unsafe. In addition, validation of the SUD's 
functionality after reprocessing cannot be guaranteed. 


' 4 PROCEDURE 
4.1. SUDs must be discarded by the end user at the point of use as per hospital waste disposal 
protocol. 
4.2. Examine used SUDs being considered for reuse on an individual basis and consider potential risk 
implications as follows: 
4.2.1. Describe the item. 
4.2.3. Use of the item (1.e., invasive (critical) vs. non-invasive (non-critical)). 
4.2.4. Availability of manufacturer's IFU reprocessing instructions. 
4.2.5. Risks to the patient (1.e., infection and/or mechanical defects causing injury). 
4.2.6. Quantity to be reprocessed. f. Cost per item. 
4.2.7. Is it a stock item? 
42.8. Nil stock (none in supply stores). 
4.2.9. Next delivery date. 
4.2.10. Ethical, moral, and legal implications. 
4.3. Fill out a hospital standard written request for evaluation of the SUD. 

4.3.1. If reuse of a SUD is considered, the conclusion must be influenced by unique 
circumstances pertaining to the individual device. Complete the attached 
evaluation form and forward it to Infection Prevention and Control (IP&C) 
Department . 
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4.3.2. If re-sterilization of unopened expired devices or opened unused devices is 
considered, the conclusion must be guided by the manufacturer's 
instructions/recommendations. Obtain and complete the appropriate form 
from Central Sterile Supply Department (CSSD) 
4.4. Submit the SUDs in its original packaging with all pertinent IFU along with a written request to 
the CSSD supervisor for review and assessment. 
4.5. The CSSD supervisor assesses the item and discusses the findings with the IP&C to determine 
the appropriate course of action with the following consideration: 
4.5.1. Risks involved with product safety and performance.at the front of the mask. 
4.5.2. Method of re-sterilization. 
4.5.3. Frequency of re-sterilization. 
|. 4,5.4. Quality control. ` 


1 \ ke 
"Me | 
[E 


eh ^CD ^" 
> 
5.1 SUD COMMITTEE MEMBARE 
6. ATTACHMENT: — 
6.1 Form 1-1X-03: Evaluation for Reprocessing Single Use Items/Devices 
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| Requestor 
| E 
EU 








Describe the item expiration date 


< 

Z 
(i 

© 





| Provide manufactures reprocessing instructions 












j Risks to the patient? 


on control department 







NW 
d S1 





= sae 


"ex cdm | 






Infecti 


Badge? 


Evaluator 
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